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An investigation of nature and frequency of nurse-client interaction in an 
institutional setting for people with learning disabiHties in Hong Kong. 
Objective 
The specific purposes had two folds. The first was to obtain a nurse-resident 
interaction pattern in a long-term infirmary care setting for people with learning 
disability. The second objective was to explain the observed pattem in terms of 
the perspectives of nurses, through quaHtative interviews with selected nurses. 
Literature Review: 
Goffman (1968) postulated that the discrepancy between the actual practice 
and the avowed objectives formed the working context of institutional staff. 
This theoretical framework accompanied important concepts to study the 
interaction between institutional staff and residents, such as the concept of 
‘total institution' model and the objectification of residents. In ward practice, 
these concepts might be resulted in nurse's different controlling measures to 
non-compUant residents and a preference to compHant residents. A weakness 
of these theoretical studies was that of lacking observational data to support 
their claims. On the other hand, observation studies unveiled a persistent low 
interaction rate, and a tendency that nurses interacted with residents for doing 
task for resident. However, both theoretical and observational studies did not 
attempt to investigate the nursing perspectives in order to explain their 
interaction with residents. 
Method: 
The research method combined a systematic observation and a qualitative 
inquiry to investigate the interaction between nurses and residents. 
Data Collection: 
Systematic observation used the checklist ‘Staff-Resident Interaction 
Chronograph (SRIC)' to obtain the nurse-resident interaction profile from 
eighteen nurses in the setting understudy. Based on the observation results, 
eight nurses with opposite interaction rates were invited to participate in the 
semi-structured qualitative interviews. The purpose of the quaHtative 
interviews was to acquire the nursing perspectives regarding the factors 
influencing their interaction with residents in their daily work. 
Results: 
The observation results showed that the overall interaction rate was 27.5% of 
total observations. Of this 27.5% of interaction, more than sixty percent were 
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in form of feeding activities. Only eighteen percent recorded nurse-resident 
communication. Commonly, nurse communicated with residents non-verbally 
than verbaUy. When nurses were not engaged in interaction with residents, 
nurses tended to be occupied with solitary tasks in the nurse's station. During 
the qualitative interviews, nurse expressed their working experiences and 
feelings in five major categories, namely the new working experiences, an 
experience of stress, and an experience of contextual constraints, personal 
resolution and priority of care. These categories represented that caring for 
residents with leaming disability was a distinctive caring task, with which nurse 
experienced powerlessness and contextual constraints in coping with the care 
demands. However, nurses revealed that working attitude and work style were 
influential in initiating nurse-resident interaction. Nurses also developed a 
hierarchy of care in which high priority would be given to those physically 
weak and those favourite residents. These interview data successfully 
explained the low interaction rate and the task-oriented nurse-resident 
interaction. 
Conclusion: 
Based on the interview data, a model was tentatively postulated to highlight 
those factors influential to nurse-resident interaction. This model benefited the 
discussion of the training issues and the direction for change in care philosophy 
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Chapter 1: Introduction 
Over the last quarter of century, rehabilitation services and policy over the 
world have undergone enormous changes. These changes are twofold: one can be 
described as de-institutionalization, the other can be described as community-based 
care. In Hong Kong, the government policy on rehabilitation for people with 
learning disability also follows these directions. However, long-term hospital care 
is still a residential option for people with learning disabilities in Hong Kong (Hong 
Kong Government, 1995). This service requires dynamic nurse-resident interaction 
to help preserve clients' well being and rehabilitation potential (Sines, 1995a). 
However, Hong Kong has few studies that have investigated nurses working in this 
clinical specialty. 
As part of the de-institutionalization movement, many major learning 
disability hospitals in the United States and Britain have closed down in last decade. 
As a result, many of the major overseas studies of nurse-resident interaction in 
learning disability hospitals may appear outdated. Yet, these references are crucial 
in the history of research into nurse-resident interaction in learning disability 
hospitals. Goffman (1968), for example, has had a strong influence on how the 
public views institutions. His analysis of the characteristics of total institutions has 
also provided a conceptual basis for the studies of nurse-resident interaction. King, 
Raynes & Tizard (1971) used the conceptual framework of ‘total institution' to 
study nurse-resident interaction in learning disability hospitals. They found that 
nurse-resident interactions were largely ‘institutionally-oriented，. Later, Jones 
(1975) and Alaszewski (1986) found that this orientation of staff practice consisted 
of a range of controlling strategies towards non-compliant residents. However, this 
group of studies primarily focuses on the analysis of the overall resident 
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management practice; few of them provide insights into the nature of nurse-resident 
interactions in terms of nurses' perspectives. 
On the other hand, observational studies adopt systematic observation 
methods to quantitatively describe the amount of nurse-resident interaction in 
learning disability wards. Cullen, Burton, Watts and Thomas (1983) and Wood 
(1989) respectively found that 90 % and 50 % of observation revealed little 
interaction between nurses and residents. When interaction actually occurred，the 
duration was brief (Moores & Grant，1976). These observational data, of course, 
provided more details of nurse-resident interaction. However, the direct 
observation method does not allow researchers to explore the nurses' perspectives 
in order to understand the underlying nature of the interaction. 
In brief, overseas studies have highlighted two approaches to study nurse-
resident interaction in learning disability hospitals. These are theoretical studies 
and observational studies. Theoretical studies largely adopt an interpretative 
approach to analyze the practice of institutional nurses, while observational studies 
use systematic observation techniques to quantify nurse-resident interactions in 
learning disability wards. Notwithstanding, since the nurses，perspectives have 
often been ignored, neither of these two approaches when used in isolation can fully 
understand the nature of nurse-resident interactions. Therefore, this study 
combined direct observation and qualitative interviews to study the nature and the 
frequency of nurse-resident interactions in a long-term hospital for people with 
learning disabilities in Hong Kong. Particular emphasis was placed on 
understanding the nurses' perspectives in relation to their interactions with 
residents. 
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Chapter 2: Review ofLiterature 
The literature review consists of four sections. The first section will briefly 
review the institutional characteristics of learning disability hospitals and the social 
policy related to the care of people with learning disability. The second section will 
critically examine the findings of interpretative studies in learning disability 
hospitals and the findings of direct observation in leaming disability wards. The 
final section will look into those studies related to the contextual factors that 
influence nurse-resident interaction, such as the resident's characteristics and the 
effects of job-redesign on nurse's interactive behaviours. In order to ensure 
consistency throughout the study, the term 'learning disability' will be used. When 
this term is used, it stands for the terms such as 'mental deficiency’，‘mental 
handicap', 'learning difficulties', 'developmental disabilities' or other related 
labels. 
2.1 The Learning Disability Hospital as an institution 
Jones & Fowles (1984) summarize a number of definitions of institutions 
and conclude that an institution is a long-term residential facility with a particular 
recognized function such as 'care', 'treatment' or 'custody，. This inclusive 
definition aids analysis of the institutional features of a hospital for people with 
learning disability. Traditionally, the primary purpose of the learning disability 
hospital was to provide a sheltered environment (Owens & Birchenall, 1979; 
Tizard, 1975). The aims of these hospitals were to provide long term care services 
to their residents. These hospitals were typically located in remote areas. Usually 
the routines of these hospitals had institutional features such as rigid schedules for 
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meal time, dimming the lights, bathing and the routine counting of residents 
(Owens & Birchenall，1979). Morris (1969) also pointed out two unique features 
of learning disability hospitals. They were the residents' poor prospects and the 
fostering of their dependency. Morris (1969) asserted that the residents' prospects 
were poor because these hospitals were designed to house residents for the rest of 
their lives. Because of this, hospital stafF sought to foster a 'child-like' dependence 
that encouraged residents' submissiveness and obedience to hospital staff (Morris, 
1969). Given these two features, Morris (1969) has successfully outlined the 
important features of care philosophy that occurred in the past in learning disability 
hospitals. These features, however, can still appear in any of today's institutions 
that mainly emphasize custodial functions. 
2.2 Social Policy 
Social policy relates to the care services for people with learning disabilities, 
and to some extent, reflects how governments seek to shape society and deal with 
matters of social concem (Johnson, 1985). In the past, services for people with 
learning disabilities were largely based on a policy of segregation. Large learning 
disability hospitals were built for providing custodial and medical care. Typically 
these institutions were sited in the country away from the main centers of 
population and had extensive grounds for farming and gardening (Gardner & 
Chapman, 1993). The rationalization for this form of care was that people with 
learning disabilities were perceived to be a threat to the society and in need of care 
and protection in a segregated environment (Bradley & Knoll, 1995). From the 
1960s onward, there was a growing social awareness in Britain and the United 
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States that people with learning disabilities should live in an environment close to 
ordinary life. Moon (1996) argued that this social awareness began for a number of 
reasons. First, in the 1960s or even earlier, the cost containment of institutional 
care became a major public concern. In Britain, the old Victorian Asylums of the 
mid-late 1900s were decaying and it was expensive to keep that institution. As a 
result, the public began to consider alternatives to the traditional institutional care. 
Second, the rise in the use of medication also made community care more feasible. 
New drugs such as chlorpromazine which helped control severe symptoms so that 
individuals previously requiring more restrictive care could be cared in a less 
restrictive environment in the community. 
In addition, Johnson (1985) argued that learning disability was not an illness 
and required little or even no medical attention; hospital seemed to be an 
inappropriate form of residential care. In Britain, Tizard (1964) and Kushlick 
(1968) successfully demonstrated that small community residential units of 20-40 
people could provide better quality of care than large institutions. Moreover, the 
principles of normalization, a concept developed by Wolfensberger (1972) and 
Nirje (1970), accelerated the pace of change in service provision. Under the 
principles of normalization, services were encouraged to make the everyday life of 
people with learning disabilities as close as possible to the norms and pattems of the 
mainstream of society. 
The British White paper ‘Better Services For The Mentally Handicapped' 
fDHSS, 1971) espoused a change from the traditional nursing model of care to a 
model akin to residential social work, with particular emphasis on learning 
disability. In line with this, the Jay committee was established in 1979 to look into 
the future development of learning disability nursing and care (Johnson, 1985). In 
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another paper 'Care in The Community' ODHSS, 1981) further enforced the idea 
that those residing in hospitals whose needs were not primarily medical should be 
cared for in non-institutional settings in the community. The implications for this 
were that people with learning disabilities were relocated to smaller and 
community-based forms of accommodation or even to their home setting, where the 
living arrangements would take their physical and social needs into account. 
Subsequently, there was a rapid run down oflarge hospital units. 
In the United States of America, under President Kennedy's administration 
the reform of service for people with learning disabilities in 1970s was brought 
about by a concem for the inadequacies of custodial care (Bradley & Knoll, 1995). 
Bradley and Knoll (1995) pointed out that many court cases in that period of time 
highlighted the pitfalls of institutional care, and in most of these cases judges urged 
a comprehensive effort to correct the physical, social and psychological deprivation 
in institutional settings. In addition, legislation in 1970s also provided a legal basis 
for service reform. For instance, the Rehabilitation Act of 1973 prohibited social 
discrimination towards people with disabilities O^radley & Knoll, 1995). 
Gradually, there was an increased recognition of the rights of people with 
disabilities and the responsibilities of the community to support people regardless of 
the severity of their disabilities. Consequently, the number of people with 
disabilities in institutions in the United States began to decline; the number fell 
from 190,000 in 1971 to 130,000 in 1981 (Richler & Pelletier，1985). 
In Hong Kong, rehabilitation services also have similar pattern of change. 
Before the World War n, rehabilitation services for people with disabilities were 
mostly run by charity organizations. The scale of services was usually confined to 
residential services for people with disabilities, such as the deaf and blind. Whereas 
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government sectors like hospitals and clinics mainly provided medical services to 
these people. 
In 1975, the Hong Kong Government decided to consolidate all 
rehabilitation services, and launched a project 'Programme Plan for Rehabilitation 
Services' (Hong Kong Government 1992). This was the first official project 
working on the future development of rehabilitation services for people with 
disabilities in Hong Kong. The recommendations, as a result of the project, were 
published in a consultation document ‘The Future Development of Rehabilitation 
Services in Hong Kong，in 1976. Having collected public opinion, the concept of 
integration into the community was recommended and clearly stated in the first 
White Paper 'Integrating the Disabled into the Community: A united effort，in 1977 
OHong Kong Government 1992). Thereafter, new services for people with learning 
disability such as day activity centers, sports associations, home-based training and 
respite care were established. Medical rehabilitation also began to adopt a multi-
disciplinary approach. 
More importantly, since the publication of the first White Paper, the 
government reviewed and monitored the rehabilitation services every three years. 
•.‘, 
In 1991, the Hong Kong Government decided to substantially review the 
rehabilitation policy and services. A working party was formed under the 
chairmanship of the Secretary of Health and Welfare. This coincided with the end 
of the United Nations Decades of Disabled Persons (1983 一 92) (Hong Kong 
Government, 1992). Thus, the guiding principles as espoused by the United Nations 
became a major reference for the Green Paper ‘Equal Opportunities and Full 
Participation: a better tomorrow for aIl' in March 1992. This was the second 
consultation paper on rehabilitation policy and services in Hong Kong. This Green 
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Paper became the second White Paper on rehabilitation in May 1995，which 
underlined the Government's intentions to advocate the principles of 'equalization 
of opportunities' and 'full participation' for all people in Hong Kong. In addition, 
in the same year the Government introduced a 'Disability Discrimination Bill，to 
allow people to fight against discrimination legally (Hong Kong Government 1995). 
In brief, two processes can summarize the current changes in service 
provision for people with disabilities: one is described as de-institutionalization and 
the other is described as community based service development. Undoubtedly, the 
policy of hospital bed closures has transferred a number of people who previously 
resided in institutions for many years into the community. Some individuals have 
benefited from community care and with positive changes in skills, behaviours and 
social networks. However, in some instances such transfer is merely a transfer of 
institutional culture, which makes little difference in quality of life between a larger 
setting and a small one. Taylor (1987) found that reform efforts did not result in 
significant change in how staff defined residents; staff continued to view residents 
as objects and used different labels according to the amount of custodial work they 
required. Moreover, Farmer, Rohde and Sacks (1993) noted that the support given 
to the family seemed to be inadequate, since the development of non-hospital day 
facilities such as social education centers and day centers failed to keep pace with 
the transition from institution to community. They noted that many day services 
centers were reluctant to accept people who had physical, psychiatric and behaviour 
problems. 
In addition, rehabilitation policy and services for people with learning 
disability often follows the mainstream of the government policy on rehabilitation. 
This means that the services for people with learning disability come under the 
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umbrella ofgoverament policy on rehabilitation. This blanket policy may overlook 
the needs of a substantial proportion of people with special problems or needs 
(Wing, 1989). Some of the resident problems that occurred long before admission 
such as non-communication cannot be resolved substantially by the policy of de-
institutionalization, nor can the normalization principles. This kind of problem is 
perhaps a cause ofadmission, rather than a result of admission. Indeed, people with 
more severe disabilities are usually difficult to move from institutions, resulting in 
the remaining population in the institution being more disabled and dependent than 
before. Farmer et al. (1993) reported that almost 70 % of present hospital residents 
had at least one behavioural problem. They also found that the prevalence of 
physical disorder was high; about 54 % of residents had severe difficulties in 
communication and 21% had severe problems with feeding. Given these special 
groups of clients, Farmer et al. (1993) points out that: 
whatever policies eventually emerge, it is essential that people who 
are multiply handicapped have the benefits of trained specialists, 
working within properly organized systems, and that their particular 
medical, social, and environmental needs are met (P. 75). 
With respect to these concerns, the central question lies in what care the 
staff provide and what care the clients receive in the care setting. To address these 
important questions, literature has revealed two main approaches, namely the 
interpretative approach and direct observation method. 
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2.3 Findings ofThe Interpretative Studies 
Regarding the literature of this approach, an important piece of work was 
that of GofFman's (1968) analysis of the working context of institutional staff and 
the residents' institutional lives. The major contribution of his analysis was that 
Goffman (1968) provided a theoretical basis for the study of nurse-resident 
interaction in the field of learning disability. 
2.3.1 Institutional Context for Staff Practice 
Goffman (1968) pointed out that the "contradiction, between what the 
institution does and what its officials must say it does, forms the basic context of 
staff daily activity" (p. 73). According to Goffman (1968), what an institution 
officially intended to do was people reformation. ‘People reformation' concerned an 
advancement process that transformed a person from a socially undesirable state to 
a socially acceptable state. Rehabilitating people with few independent living skills 
to live in the community independently is an example of ‘people reformation'. 
Whereas, what an institution actually did was a ‘total institution' model that 
typically had four characteristics of staff practice. First, Goffman (1968) stated that 
all residents were subjected to an irresistible flow of routines which were rigidly 
followed one by one. Since institutional staff designed these routines to manage all 
residents, it was unlikely to have any subtle changes so that individual needs would 
be met. Thus, the schedule of the routines is rather fixed and rigid. Secondly, as a 
result ofa fixed routine schedule, all residents were compelled to carry out the same 
activity together. They had few opportunities to make choices. Every resident had 
to comply with routine arrangements. Goffman (1968) referred to this phenomenon 
as 'block treatment.' Thirdly, residents were deprived of the right to maintain their 
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self-identity. StafF often discouraged any possession of personal items that signalled 
the resident's former personal identity. GofFman (1968) termed this practice 
'depersonalization.' Fourthly, Goffman (1968) noted that stafF and residents 
commonly held negative stereotypes about each other. Staff generally had a 
superior feeling while residents generally had an inferior feeling. Staff usually 
regarded residents as deceptive and trouble making, while residents regarded staff 
as patronizing and shabby. They had their own sphere of life. Goffman (1968) 
termed this phenomenon as ‘social distance between staff and residents.' 
Obviously, the humiliating nature of stafF practice as highlighted in the 
'totaI institution' model differs greatly from the official purposes of the institutions. 
Given this difference, Goffman (1968) asserted that the crucial element was that of 
'peopIe-work', which concerned a process of defining residents as inanimate 
objects. Residents were often treated as an “actionable entity” (Goffman, 1968, p. 
74) in the operational system of the institution. The focus of staff attention was 
largely placed on the features of residents rather than the residents per se. 
However, this process had other impact on the work of institutional stafF since all 
residents were human beings. It was the obligation of the institutions to maintain 
�. 
standards of treatment to individual residents. Since institutions were designed to 
accommodate a number of residents, this meant that a multiplicity of standards of 
treatment existed. This multiplicity gave the front-line stafF a dilemma between 
balancing efficiency in managing several residents and the preservation of 
individual rights or standards of treatment. Goffman (1968) pointed out that faced 
with this dilemma staff had at least three types of decisional problems. The first 
type related to the problems in preserving one right of an individual, but 
simultaneously sacrificing other rights. For example, in order to keep a suicidal 
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mental patient alive, staff might have to restrict the patient's freedom of movement 
by physical restraint. The second type of decisional problem arose from the 
conflicting interests of the residents. For example, if a canteen was established for 
delivering snacks to the patients in a hospital, nursing staff might prohibit or 
discourage a resident who was on strict diet to freely access that canteen. The last 
type of problem was the difficulty in maintaining management efficiency when staff 
were obligated to maintain humane standards. An example was that letting 
residents put on private clothing might jeopardize the efficiency of staff in keeping 
residents clothing tidy and clean. This might drive staff to uniformly allocate 
resident clothing, disregarding the ownership. 
To resolve the decisional problems, Goffman (1968) indicated that staff 
tended to adopt restrictive measures in order to maintain the management 
efficiency. Goffman (1968) also pointed out that staff would use the avowed 
official objectives to form an explanatory framework to justify the restrictive 
measures taken, since the avowed objectives provided an automatic identification of 
residents for the staff. For instance, mental hospital staff would rationalize their 
restrictive management of patients because they preconceived that all clients in a 
mental hospital were mentally unsound (Goffman, 1968). 
2.3,2 Critique ofGoffman Work 
In sum, Goffman (1968) suggested that institutional staff often worked with 
a dilemma in maintaining management efficiency and satisfying individual 
residents' needs. In resolving this dilemma staff favored management efficiency. 
This choice resulted in a number of restrictive and unfavorable practices that had 
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been comprehensively described in the total institution model. However, Jones and 
Fowles (1984) argued that Goffman (1968) did not provide any direction for 
change. Also, Morris (1969) argued that Goffman sought to devise an umbrella 
explanations to institutions, the characteristics of how staff exercised their power to 
residents was far from clear. Despite unfavorable staff practice, Rawlings (1985) 
found that staffs initiative to provide resident-oriented care to residents in an 
institution-orientated environment could produce significant positive changes in 
residents' life experiences. Notwithstanding these points, Goffman (1968) has 
provided salient theoretical concepts for the study of nurse-resident interactions in 
learning disability hospitals. 
2.3.3 Theoretical Studies in Learning Disability Hospitals: Residents as objects 
Goffman (1968) asserted that institutional staff tended to treat residents as 
objects. As a result of this tendency，every resident would be shaped and 
transformed into an object that could be manipulated in the "administration 
machinery" (King et al., 1971，p. 105) of the institution. The end result was that of 
•�t 
a "conveyor-belt system” (King et al., 1971, p. 105) in which residents were 
managed in groups. Within this process, AIaszewski (1986) noted that nurses often 
used organic metaphors such as 'vegetable' or ‘animal’ to describe patients with 
learning disabilities. ‘Vegetable’ analogues were often used to describe residents 
who were highly dependent on staff; 'animal' metaphors to describe residents with 
low intelligence. Taylor (1987) also reported that staff used the nickname 
‘cockroach’ to describe a resident who always ran about, ‘monster’ to depict an 
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ugly resident. Thus, institutional staff had a tendency to treat residents with 
learning disabilities as objects of care. 
The impact of organic metaphors on the nurse-resident interaction was that 
of a dominant-submissive relationship (Sumarah, 1989). Sumarah (1989) pointed 
out that staff who advocated organic metaphors tended to regard residents with 
learning disabilities as subnormal humans because they were retarded in the growth 
process. Staff also believed that residents were less rational and without a normal 
human personality. When residents were idle or acting out, the problems were 
perceived to lie entirely with the resident. Even with residents in training programs, 
the stafTs emphasis was on the effectiveness of the program rather than on the 
interpersonal relationship with the resident. As a result, the staff-resident 
relationship became dominant-submissive. 
However, Alaszewski (1986) argued that the work context of staff should 
also be taken into consideration when understanding the tme meaning of the 
organic analogues or metaphors used. Alaszewski (1986) indicated that 
The decontextualisation of the usage has limited a fuller examination 
of meaning. ...when nurses referred to low grades as "animals" and 
cot and chair patients as 'Vegetables" they are establishing an 
equivalence between low grade patients/cot and chair patients and 
the differences between animals and vegetables, i.e. the absence of 
mobility (p. 133-134). 
Without the knowledge about the work context of the staff, the relationship 
between staff practice and the use of organic metaphors remains unclear. 
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2.3.4 Institutionally-Oriented Practice 
Inevitably, dominant-submissive relationships will manifest in staffs daily 
practice. To understand this, King et al. (1971) extended the concepts of the 'total 
institution' model and developed a ‘Child Management Scale (CMS)' to evaluate 
the orientation of group staff practice. They defined resident management as 'stafF-
resident interaction' that could be regarded as a continuum. At one end of the 
continuum was a total institutionally oriented style, and at the other was a resident-
oriented style. 
CMS comprised thirty questions, covering the aspects of ‘rigidity of 
routine，，‘block treatment，，'depersonalisation' and ‘social distance' (King et al., 
1971). The scale adopted a 3-point rating system, hi each question, a zero score 
represented the consideration of staff to the individuality of the resident; a score of 
‘2，indicated the abandonment of resident's individuality. Whereas a score of ‘1， 
indicated staffs consideration of residents and institution. Hence, the higher the 
score obtained the more institution-oriented was staff-resident interaction. 
Researchers using this scale had to firstly obtain a set of responses from the 
institutional staffby conducting structured interviews, which was then validated by 
direct observation in the setting under study. 
King et al. (1971) used CMS to evaluate staff-resident interaction in four 
residential facilities for children with leaming disability in the United Kingdom, 
comprising a 22-cottage children home, a 36-cottage children home, a 5-ward 
paediatric hospital and a 15-ward hospital. The mean scores obtained respectively 
were 2.41, 1.43, 19.6 and 26.07, indicating that the staff-resident interaction in 
hospital was highly institutionally oriented. 
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However, CMS is only an extension of Goffman，s analysis. Thus, CMS 
generally over-emphasizes the overall group tone of staff practice. Although it 
allows researchers to compare group differences between settings, it cannot 
investigate the individual staff difference, and provides little direction for change. 
In addition, Kushlick (1970) pointed out that some questions of the scale had 
validity problems. For example, the 28^ question of the CMS asked, 'T)o staff on 
duty eat with the children?" (King et al., 1971，p. 211), this question was obviously 
not applicable to those residents who had a feeding need. Thus, Kushlick (1970) 
argued that CMS might not be sensitive to evaluate settings with highly dependent 
residents. 
2,3.5 Instrumental Control 
Alaszewski (1986) asserted that the central theme of nursing practice in the 
learning disability hospital was to ‘control, residents. Alaszewski (1986) examined 
the controlling strategies used by nurses to deal with three non-compliant residents. 
The first resident was a diabetic resident who refused to follow the routine 
management of her diabetes. At times, she also refused to follow the normal ward 
routine; not participating in training sessions or refusing medication and meals. 
Alaszewski (1986) observed that nurses generally regarded the resident as a 
troublemaker, not responsible for her own problematic behaviours. This made the 
nurse-resident relationship tense and abrasive. Nurses had minimal contact with 
her; nurses approached her only in treatment sessions or at mealtimes. Otherwise, 
ward nurses would avoid her. 
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In the second case，the resident presented the problem of vomiting and 
challenging behaviour. Nurses generally believed that residents deliberately induced 
vomiting, with the purpose to create problems for the nurses. When working with 
this resident, nurses spent little time understanding the underlying reasons for the 
challenging behaviour, but used physical control such as drugs, physical restraint 
and seclusion to stop the behaviour. 
In the third case, the resident had attributes of a normal individual. She was 
a widow, as well as a mother. Her behaviour deteriorated two weeks after she had 
been persuaded to give up her house. She presented uncooperative behaviour like 
refusing to bathe and absconding from the ward. Her personal hygiene gradually 
became poor, then doctor prescribed extra bath for her. bi carrying this out, nurses 
would “get her in the bath” (Alaszewski, 1986，p. 222). Ifshe still refused to bathe, 
nurses would call nurses from other wards to “come over and give a hand, they got 
(the resident) in the bath and bathed her" (Alaszewski, 1986，p. 222). 
In all three cases, nurses put emphasis on the visible problems that led to 
management problems for nurses. Refusal to eat would result in deterioration of 
general health; refusal to bathe would result in poor personal hygiene. If these 
persisted, the efficiency of resident management would be impaired. All these 
required ward nurses to take action immediately. When the problem became visible 
and intolerable, nurses "acted rather than taUced" (Alaszewski, 1982，p. 121). In 
other words, a resident could only be tolerated as long as the resident did not 
challenge the basic order of the hospital (Alaszewski, 1982). Yet, this kind of 
nursing practice needs further validation if it has been found that the residents of 
today's institutions are more dependent than previously (Eyman, Borthwick, Tarjan, 
1984; Eryman & Borthwick，1980; Femando, Kohen & Mathew，1995), who may 
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not have a functioning level that presents problematic behaviours or non-
compliance. 
2.3.6 Affective Control 
However, apart from instrumental control strategies, Jones (1975) observed 
another form of control used by nurses to deal with non-compliant residents. Jones 
(1975) noted that nurse-resident interaction in leaming disability hospitals was like 
a parent-child relationship. Nurses expected residents with learning disabilities to be 
affectionate，dependent and compliant like a child. Based on this expectation, the 
compliance of residents was important to stabilize the relationship between nurses 
and residents. Figure 1 shows the nurse reactions towards different levels of 
perceived affection and compliance. 
Figure 1: Nurse-patient interaction (source: Jones, 1975, p. 111) 
Affection 
(I) Patient liked and accepted pH) Patient treated inconsistently 
Compliance Non-compliance 
(V) 
0^ 1) Patient tolerated (IV) Patient disliked and rejected 
Lack of affection 
Residents who were both affectionate and compliant (I) were likely to 
receive positive attention from nurses. Nurses would tolerate and occasionally 
deliver rewards to those residents who were not affectionate but generally 
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compliant (H), provided they had no aggressive behaviours. For those residents 
who were affectionate but occasionally created trouble (HI), nurses would show 
ambivalence and an inconsistent approach. On the other hand, nurses would avoid 
； 
approaching residents who were both unaffectionate and non-compliant (IV). 
Finally, for residents who were apparently neither affectionate nor unaffectionate, 
and not particularly compliant or repellent (V)，nurses would be unlikely to develop 
any kind of personal relationship with this group. This group, however, was the 
largest group who quietly followed the daily ward routine. Although Jones (1975) 
speculated on the interaction rate ofnurses with different groups of residents, he did 
not measure the quantity of nurse-resident interaction. This makes comparison of 
the frequency and the nature of nurse-resident interaction in different groups of 
residents difficult. 
2.4 Observational Studies in Hospital Wards for People with 
Learning Disability 
Although Jones (1975) had not provided empirical evidence to support his 
claims, field observation did show that residents spent the great majority of time 
doing nothing structurally or therapeutically; most residents spent their days 
wandering aimlessly or sitting making noises (Morris, 1969). Morris (1969) found 
that only twelve out of 761 wards had a few nurses engaged in either individual or 
group leisure or recreational activities. In a later report, Raynes, Sumpton and Flynn 
(1987) also reported that the majority of residents (57%) had nothing to do every 
morning after breakfast. Only about 25% of residents would be engaged in some 
activities and 18% had something to do throughout the moming. 
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In addition, Cullen et al. (1983) directly observed ten men living in a 
hospital ward for adults with learning disability in two locations, the ward and the 
recreation hall. They found that ninety-three and ninety-two per cent of total 
observations, respectively in ward and hall, residents had no interaction with staff. 
In another study, Beail (1985) reported that in fifty-four per cent ofobservations the 
residents had neither something to occupy themselves nor interaction with nursing 
staff. Consistent with Beail, Wood (1989) systematically observed two wards in a 
learning disability hospital and found that in both wards fifty per cent of 
observations were nurse-resident interactions. Regarding the duration of 
interaction, Moores and Grant (1976) reported that nurse-resident interaction was 
brief. They found that forty-three per cent to sixty-three per cent of nurse-resident 
interaction respectively in two hospitals lasted less than ten seconds. Thus, 
observational findings confirmed that nurses spent little time with residents in 
hospital wards. When interaction occurred, the duration was brief. 
Despite the strengths ofmeasuring nurse-resident interactions, observational 
method cannot examine the unobservable determinants of behaviours such as 
experiences, thoughts and feelings O^ehman, 1991). Very often, the pre-defined 
V； 
categories used in systematic observation also limit the view of observer, since the 
checklist has determined what is observed in the setting. As Swanwick (1994) 
suggested "predetermined categories, however, tend to neglect essential information 
and provide only a partial description of the whole"(p 18-19). For instance’ Repp, 
Felce & de Kock (1987) identified that nurse-staffinteractions would be more than 
nurse-resident interaction when the number of nurses exceeded five, but no 
observational studies could satisfactory provide explanations for this. Thus, 
observational data described but did not explain. 
20 
2.5 Institutional Influences 
There are separate studies examining the contextual factors that influence 
nurse-resident interaction. One factor is the organizational influence on nurse's 
initiative to interact with residents. For instance, occupational stress as a result of 
the organizational and occupational culture of nursing might play a role in 
influencing verbal nurse-patient interaction (May, 1990). In his study of staff 
behaviours, GofFman (1968) reported that a sympathetic staff member attempted to 
form warm relationships with residents but eventually retreated to solitary tasks. 
Goffman (1968) called this the 'involvement cycle'. 
This involvement, however, brings the member...to a position from 
which he is likely to threaten the distant stand from inmates taken by 
his fellow staff members. In response, the sympathizing staff 
member may feel he has been 'bumt' and retreat into paper work, 
committee work, or other staff-enclosed routines (p. 79). 
、！ 
As described in the ‘involvement cycle', sympathetic staff attempted to 
break the social distance between staff and residents. However，colleagues 
eventually discouraged these sympathetic staff. In another study, when Paton and 
Stirling (1974) were conducting observations in a ward for residents with learning 
disability, the junior nursing staff told the researchers that senior nursing staff often 
asked them not to waste time making time with residents but to do something 
'useftil'. 
21 
In an unpublished report. Murphy (1983, cited by Cullen, 1987) found that 
nurses attributed their failure to perform rehabilitative tasks to occupational reasons. 
Murphy (1983，cited by Cullen, 1987) surveyed the working priorities of nurses in 
their day-to-day work with residents with leaming disabilities. The results indicated 
that nurses ranked activities such as running individual training programs, arranging 
leisure activities and talking to residents as less important than administrative duties 
or basic nursing procedures. Nurses also considered that there would be a number 
of disciplinary consequences that affected their career path if administrative tasks 
and nursing procedures had not been well accomplished. - Hence, in terms of 
personal prospects，nurses put high priority to administrative tasks and nursing 
procedures. 
These results suggest that ward nurses developed their own working 
priorities according to the perceived importance in terms of their job prospects. 
However, what remained unknown is the exact link between the working priorities 
and the organizational influences; whether working priorities resulted solely from 
organizational influences or from a stressful working environment with residents 
with leaming disabilities (Lawson & O'Brien，1994). 
v«. 
2.6 Role Redefinition of Ward Nurses 
Apart from institutional influences, Baldwin & Hattersley (1984) asserted 
that the low nurse-resident interaction rate might be partly due to the traditional 
emphasis on the custodial function of nurses. Baldwin & Hattersley (1984) believed 
that a reconstruction of nurse's role from a custodian to a trainer could increase the 
nurse-resident interaction rate. Baldwin & Hattersley (1984) equipped 10 female 
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ward nurses with training skills in order to increase nurse-resident interaction 
through training activities. Baldwin & Hattersley (1984) then observed the changes 
in both nursing and resident behaviour. The results showed that there was an 
increase in interaction rate, from about 20% to 88% by eight weeks, but 
unexpectedly a decrease to 69% occurred at the seventeenth week. 
In another study, Seys and Duker (1988) studied the effects of an additional 
nurse with a task assignment on the changes in nursing activities and resident 
behaviours. They experimentally assigned the extra nurse to four wards. The extra 
task encompassed conducting 10-minute nursing meetings, which emphasized the 
importance of interacting with residents and gave feedback to nursing colleagues. 
Seys and Duker (1988) recorded the changes in nurse-resident interaction in the 
experimental condition. The results suggested that assigning one extra nurse with a 
task assignment doubled the time nurses engaged in training residents. 
Li sum, Baldwin and Hattersley (1984) and Seys and Duker (1988) 
demonstrated that a role redefinition of nurses in learning disability ward could 
increase the interaction rate. However, both studies do not delineate whether the 
acquired skills or a different role perception has increased the interaction rate. On 
t. 
the other hand, the long-term effect of suchjob re-design or role re-definition on the 
interaction rate remains unknown. As Repp et al. (1987) noted in the previous 
literature, when managers tried several ways, even monetary reinforcements, to 
enhance their subordinates' interaction rate with residents, the effects tended to be 
short-lived. 
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2.7 Staff-Resident Dynamic 
According to Alaszewski (1986) and Jones (1975), residents who were 
compliant and non-challenging were more acceptable to staff. In contrast, nurses 
would reject residents who were non-compliant and challenging. Alaszewski (1986) 
and Jones (1975) believed that the central theme of nurse-resident interaction was to 
‘control.，Undoubtedly, nurses have absolute power to control resident behaviours. 
Yet, nurses actually react to the problematic resident behaviours. In order words, 
different types of residents provide different care contexts for nurses (Raynes，Pratt, 
Roses, 1979). This suggests that residents have power to influence nurse-resident 
interaction too. With this regard, Duker et al. (1989) studied the effect of resident 
characteristics on nurse interactive behaviours. Duker et al. (1989) found that 
residents in a lying position were positively correlated (r = 0.37) to a high amount 
of custodial care such as feeding, washing, dressing and diaper changing. Nurses 
also approached this group of residents neutrally. Whereas, residents in a walking-
standing position positively correlated to recreational {r = 0.32) and training 
activities (r = 0.4). In addition, resident's alertness also affected the nurse's 
approach. They reported that alert residents received more training and recreational 
activities but less custodial care than that of resident who always fell asleep. 
Residents who made eye contact with nurses were likely to have training and leisure 
activities, whereas residents who did not received more physical care. Therefore, 
Duker et al. (1989) concluded that resident's mobility, eye contact and adaptive 
behaviours were the important determinants of nurse-resident interaction. 
However, Duker et al. (1989)'s study was observational, therefore they did not 
explore the impact of these resident behaviours on staff. 
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2.8 Summary of Literature Review 
In sum, the analysis of Goffman (1968) has provided a theoretical basis for 
the study of nurse-resident interaction in learning disability hospitals. Sumarah 
(1989) supported the idea that institutional staff often defined residents with 
learning disability as objects, which resulted in a dominant-submissive nurse-
resident relationship. The respective interaction pattem was that of institutionally 
oriented nursing practice (King et al., 1971), which was characterized by a range of 
controlling measures to non-compliant residents (Alaszewski, 1986; Jones, 1975). 
On the other hand, observational studies confirmed that nurses and residents had 
few and brief interactions. However, none of the previous studies has fully 
examined the nature of nurse-resident interaction since the nurses，perspectives are 
often overlooked. 
2.9 Aims and Objectives of Study 
The aim of this study was to investigate the frequency and nature of nurse-
resident interactions. The objectives of this study were as follows: 
1. To observe and describe nurse-resident interactions in a selected learning 
disability unit in Hong Kong. 
2. To explain the nature of the observed interactions from findings obtained 
through qualitative interviews with selected nursing staff. 
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Chapter3: Methods 
This chapter comprises several major topics, such as the operational 
definition of interaction, the research design, a description of the research setting, 
the data collection methods, and the sampling methods for both observations and 
interviews. This chapter also covers the ethical considerations, the pilot study and 
the major changes in the main study. 
3.1 Operational Definition of Interaction 
King et al. (1971) firstly proposed a definition for the study of nurse-
resident interaction in a learning disability hospital. They defined staff-resident 
interaction as all '^he points of contact between the staff and inmate worlds" (King 
et al., p 105). However, this definition tends to focus more on the overall group 
management style than the nature of interaction. Whereas, Paul, Licht, Power & 
Engel (1987) and Licht (1979) referred to 'staff-resident interaction，as all the 
functional relationships between staff and residents. This definition covers wider 
aspects of interaction, ranging from all verbal and non-verbal communication to all 
interpersonal encounters in any of the working contexts. This definition, in tum, 
offers more insights into the interaction between nurses and residents in different 
contexts, either in occupational contacts or interpersonal aspects. In view of this 
benefit, this study adopted the second definition. 
3.2 Research Design 
This study adopted an across-method triangulation design, which combined 
direction observation and qualitative interviews. At first, the author directly and 
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systematically observed the patterns of nurse-resident interaction in the setting 
under-study and then performed qualitative interviews to examine the nurses' 
perspectives in order to explain their interactions with residents. The systematic 
observation method aims to collect a set of observational data regarding nurse's 
interaction with residents and their ward activities in their naturalistic ward settings. 
These observational data would probably be the first set of nurse-resident 
interaction observational data in Hong Kong that allowed the author to identify the 
local characteristics and to make comparisons with the past overseas observational 
findings. The individual nurses' interaction rates also enabled the author to identify 
suitable candidates for qualitative interviews. The qualitative interviews were a 
crucial part of this study, since it sought to explain the observed interaction pattems 
from the nurses' perspectives. 
The advantage of this design was that it counterbalanced the inherent 
weakness of any given single research method relevant to multi-dimensional 
inquiry (Cowman, 1993; Denzin, 1989; Mitchell, 1986). This strength is 
particularly relevant and useful to the present study because the benefits of 
qualitative inquiry compensate for the weakness of systematic observational 
studies. The strength of qualitative inquiry helps to explain the observational data 
in terms of the nurses' perspectives, whereas observational data enrich the content 
of the qualitative findings. 
The concept of trianguIation research method was borrowed from the 
location identification techniques used in land surveying and navigation (Patton, 
1990; Mitchell, 1986). The first proponents of trianguIation concepts in research 
methods were Campell and Fiske in 1959 (Bradley, 1995; Dootson, 1995). The 
proposed advantage was the enhancement of convergent validation (Denzin, 1989; 
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Mitchell, 1986; Patton, 1990). Convergent validation refers to the improvement of 
the rigor and validity of a study through confirmation and completeness, when 
various relevant dimensions of a phenomenon were studied in a single study 
^radley, 1995;Denzin, 1989). 
Triangulation may take form of data triangulation, investigator triangulation, 
theoretical triangulation, or methodological triangulation. The ‘across-method，，the 
method being used in this study, is a type of methodological triangulation. This 
method may also be termed 'between-method triangulation' (Denzin, 1989), since it 
involves a combination of dissimilar methods to study the same phenomenon. The 
rationale for this method is that ‘�he flaws of one method are often the strengths of 
another; and by combining methods, observers can achieve the best of each while 
overcoming the unique deficiencies"ODenzin, 1989, p. 244). 
However, the problem of triangulation is that data from multi-methods 
might give rise to findings that do not give a coherent picture of a given 
phenomenon (Denzin, 1989). h\ addition, the problem of the multi-method 
approach may come across difficulties in analyzing the triangulated data, especially 
when qualitative and quantitative methods are used in the same study (Mitchell, 
1986). Thus, triangulation studies may have the problems in combining numerical 
quantitative data and textual qualitative data, and in interpreting divergent results. 
However, Mitchell (1986) proposed that qualitative results could help confirm the 
quantitative findings. 
3.3 The Setting 
The setting under study was a special hospital unit attached to a large local 
general hospital situated in the New Territories ofHong Kong. It was established to 
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provide "care and protection (Hong Kong Government, 1995, p 43)" for adults with 
leaming disabilities and other physical disabilities who required long-term 
infirmary care. It was established in 1994. It housed about 200 residents with 
learning disability aged over 16，who lacked basic self-care skills. According to the 
Hong Kong Government (1995), "the introduction of units for people with a mental 
handicap in general hospitals, ... will provide greater potential for better patient 
assessment and rehabilitation programme planning as these units will allow greater 
interaction with other clinical specialties and disciplines"(p. 43). This setting was 
selected because it was one of the two hospital settings for long-term care for adults 
with learning disabilities in Hong Kong. The admission criteria for these two 
settings were the same. However，the setting under study was a comparatively new 
setting. The experiences and the memories of the ward nurses were relatively fresh, 
which therefore enhanced the validity of the interview data. 
The unit had three female wards, one male ward and a training center. Each 
ward had 50 beds. The ward life showed institutional features such as a fixed 
routine schedule, block management in the bathing session, and the hospital-
designed resident uniform. The common resident problems were feeding 
difficulties, immobility, and challenging behaviours. The majority of residents also 
had physical ailments such as chronic epilepsy and chest infection. The training 
center was responsible for resident training activities. Other paramedical 
disciplines such as occupational therapy, physiotherapy, speech therapy, prosthetic-
orthotic services, clinical psychology and medical social services are available. 
Each ward has 8 to 9 nurses, comprising nursing officer(s)，registered nurses 
and enrolled nurses. The unit adopted a case management system. Each nurse was 
required to have comprehensive knowledge of a group of five to six clients. In each 
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shift, two to three nurses needed to work with six to seven ward attendants to 
maintain the ward functioning. The most senior nurse on the shift would be the 
person in-charge. Under the supervision of nurses, the ward attendants performed 
direct personal care like feeding, transporting, and bathing. 
In addition, for management purposes all the residents were broadly 
classified into ‘little boys，group and ‘big boys' group. For instance, the moming 
bathing session was solely for ‘little boys' while aftemoon bathing session was 
solely for the 'big boys'. Generally speaking, the functioning level of ‘big boys' 
was higher than that of ‘little boys'. Fully mobile residents comprised about 20% 
of the total resident population. 
3.4 Data Collection Method: Systematic Observation 
The first part of the study used a standardized observation checklist to 
conduct systematic observation of the nurses in the setting. The observer observed 
the target nurse behaviours as defined in an observation checklist (Polit & Hungler, 
1995). The observer, therefore, used an overt mode of observation. 
3.4.1 Staff-Resident Interaction Chronograph (SRIQ 
The behaviour codes of a good observation checklist must be discriminative 
enough to delineate the meaning of each behavioural code, and be exhaustive to 
cover all conceptually important behaviours (Gelfand & Hartmann^ 1984). Sticking 
to these two principles，the 'Staff-Resident Interaction Chronograph (SRIC)' was 
selected for the study. Although SRIC is not based on any single theoretical 
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framework, its development is ground on a wealth ofprinciples and procedures that 
have been mentioned in the literature on psychotherapy, psychosocial programs and 
texts in psychiatry, abnormal and social psychology (Paul, 1987). Paul (1987) 
highlighted that the development process of SRIC involved a group of ten 
professionals who had more than 40 years clinical and administrative experience in 
mental institutions, and with prior training in clinical psychology, psychiatry, 
psychiatric nursing, sociology and theology. Paul (1987) also revealed that before 
the final consensus of the categories and interaction codes of the SRIC was 
obtained, the SRIC had undergone a stringent pilot test with trained observers. 
More importantly, SRIC is based on the idea that: 
for residential treatment programs, the greatest proportion of time 
with presumed therapeutic intent typically involves psychosocial 
procedures, since the clientele reside in the facility in contact with 
staff up to 24 hours per day, seven days per week. The psychosocial 
aspects within this class of variables functionally reduce to the 
interpersonal interaction of staff with clients, or, more specifically 
the nature, frequency, content and timing of verbal and nonverbal 
acts received by clients from individual staff and the aggregate staff 
group (Paul, 1987, P. 4). 
SRIC specifies two domains for investigation. They are the staff behaviours 
and resident behaviours. Taken these two domains into consideration, SRIC 
combines 21 categories of staffs verbal and non-verbal behaviours and 5 resident 
behaviour categories together, forming a 21 x 5 matrix. Besides, SRIC adopts 
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momentary time sampling schedule, in which the observer observes the target nurse 
at the end of each minute for ten minutes. Thus, in a ten-minute observation 
session, the observer will complete ten observations. Therefore, by the matrix 
configuration, SRIC allows the observer to perform minute-by-minute assessment 
of nurses' responses to the residents' behaviour. 
The SRIC has been used for observation assessment in residential treatment 
settings for people with learning disabilities in the United States. Licht, Paul and 
Mariotto (1987) provide the following evidences for reliability and validity. First, 
the average intraclass replicability over all SRIC codes, categories exceeded r = 
0.96. Secondly, the repeated use of SRIC in a wide range of mental institutions has 
showed that the low-inference categories of SRIC were able to yield trustworthy 
data over the full range of stafF, clients, treatment programs and facilities. Licht 
(1979) also reported that the individual cell reliability of the 5 x 21 SRIC matrix 
over the 4 % years of repeated use in residential facilities ranged from 0.83 to 1.00; 
the overall average inter-observer reliability over all ceUs of the SRIC exceeded 
0.99. Moreover, the SRIC has a comprehensive observer manual, which describes 
procedures of the observation schedule and pragmatic measures to minimize staff 
"i ( 
reactivity. 
Table 1 shows the SRIC matrix and the definitions ofthe behavioural codes. 
In order to obtain more information, the author also recorded the location of the 
nurses (see Appendix A), the position of the resident as well as a single written 
description of the target nurse behaviour. This kind of additional information 
benefited the analysis of the nursing activities. A section of the modified checklist 
is shown in Appendix B. 
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P o s Statmt： Statements of expectations， corrtact 
encouragement, urging, persuasion b<ore the 
_ behaviour occurs L————_ 
Neg statmt: statements ofnegative 
expectations and prohibitions before the 
^ehaviotiroccurs -^" 仏；^丄 ^ j ^ ^ ^ ^ ^ S ^ " ^ ^ ~ 
P0S non-soc： Gives physical or material l ^ ' ^ ' # ^ ^ ^ ^ ^ S # 
_^ods;a-stose^ices 巧：‘；霸鷀講歡 
N e g non-soc： Removes physical or material f ; ' c > V / . / 5 4 ^ ^ ¾ ¾ ^ ¾ ¾ - ^ ? ' ^ 
^ 0 d s ; withholds admittance to services 卜 ,紐、 "〜� _ ^ ^ “ ^ ^ f ^ 
Pos Prompt： Statements ofexpectations or CatCgOrv Ap InF hlC ~R ^ 
requirements whh explicit reference to positive • • • • • * ' * * • * • “ * """^ mm^m mmmmm mmmm mmmm 
-Jpdividual consequence Ignore /NoR 
Neg Prompt： statements ofexpectations or t P0S Verbal 
^uirements with explicit reference to negative N e g Verbal 
•^individual consequence ‘ ^ 
P o s G r p R e f : Statements with positive ^ ^ ¾ ^ ^ ——PosNon-VB 
allusion or requiremenU! whh expUcit reference 、： ^-4iW. Neg Non-VB 
- ~ ^ a group to which the individual belong3 h j\v^fe . PoS Statmt ~ " ~ " " ~ 一 * " 
N e g G r p R e f : statements whh aeg9tive : fev>"^^^V 义 ^ _ 
aUusion or requirements whh explicit reference \； -? ^N;'l,v.V : e g Siamu 
__Jo a group to wfaidi the individual belongs ；、一 x \�二 ：:<。 P0S n0n-S0C 
Hefl/aarif: stauments ofprobiem | : j % i : y Neg non~soc 
existace, restatements of problem or opinion, '\ '\：：^為-次 P0S Prompt 
~~g"estioninf^ meU-communication ‘ � ‘ � Neff Prnmnt 
S u g g e s t Alt： Statements proposing possible 1 v * * " * T T ^ * * " " ^ * • “ " “ ^ "•"""* *•"•" •"•"" 
--goyses ofaction or interpretations ofbefaaviour \C .' . P0S Grp Ref 
Announce： Announce scheduled events, ^ ^ / ^ '^  -' N e g Grp Ref 
-^-^'vitic8, or other information . \. , ； V 》丄 ReflyClarif 
instnic/Dem: statements ofspecific ； -''^ -J-,^ ,<->- Suggest Alt 
• ^ = : d v — h — l d e — i o n s � ? � “ : : : A n n o u n c e ^ ^ ^ ^ — 
D(^ ing with: Engages in a spediic shared i~~_i ijlStmc/Dem 
~~>2 '^vHy with resident (e.g. games, conversation) D o i n g wlth 
D o i n g for : Provides a specific service I D p i n g for 
J ^ o ^ r e s i d a n t ' s assistance (e_& feeding. P h y s F o r c e 二 
^Frrce:Pu,..shoves,drags,pushes. Atten/Rec/obsM$$$$^$^d 
~~>[^in^ 1 
Atten/Rec/obS： Mends to residents 
wiUiout interaction; engages injob-relevant 
^~~~Eaggyork or discussions with staff 
3 3 
3.4.2 Conducting the Observations 
During the observation days, the author adopted the following 
observation schedule to conduct observation. Since there would be more than 
one nurse on duty, the author randomly selected the first nurse to be observed. 
To achieve this, the first nurse whom the author first met when entering the 
ward would be selected as the first nurse. The author followed and observed the 
target nurse for ten minutes. During these ten minutes, the author observed the 
behaviour of the target nurse at the last second of each minute, and then used 
the remaining 59 seconds for recording and for preparing for the next 
observation. Hence, in each of these ten-minute observations, there would be 
ten data entries. This schedule was comparable to taking ten still pictures of the 
target nurse (Jackson, Della-Piana & Sloane，1975). After that, the author 
selected the next target nurse for the next 10-minute observation. Alternately, 
the author spent equal lengths of observation time for each target nurse 
throughout the shift. 
To ensure accuracy, the author prepared an audiotape that contained all 
the verbal commands of the author to start and to stop observation, and to 
• ” 
record. The author then listened to that tape through a ‘Walkman’ and followed 
the commands. In case there were two concurrent interactive behaviours, such 
as the nurse talked to a resident while he/she was feeding that resident, the 
author would decide which one was the major interaction. Normally, the 
communication content would be considered first. 
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3.5 Data Collection Method: Qualitative Interview 
The second part of the study involved qualitative interviews. 
Interviewing people is a common data collection method in qualitative inquiry 
(Barriball & While，1994; Sorrell & Redmond，1995). Patton (1990) suggested 
that the purpose of interviewing was to access the perspectives of the 
interviewee in order to find out intemal matters such as feelings, thoughts, 
experiences that could not be directly observed. Unstructured and semi-
structured interviews were useful to allow informants to express their feelings 
and experiences pRose, 1994). However，Barriball and While (1994) contend 
that the semi-structured interview can be a means to explore the perception and 
opinions of informants regarding complex issues. Thus, semi-structured 
interviews were used in this study to explore the nurses，working experiences 
and feelings in caring for the residents. 
3.5.1 Conducting the Qualitative Interviews 
Conducting the qualitative interview involved two phases, namely the 
V 
preparatory phase and the implementation phase. The preparatory phase 
involved the preparation of the interview guides and the invitation of the nurses. 
The implementation phase was actually conducting the interviews. 
In the preparatory phase, the author prepared interview questions with 
reference to Patton (1990)'s suggestions. Patton (1990) suggested that the 
interviewer could ask six types of questions. These included questions about 
the interviewee's experiences, opinions, feelings, sensation, knowledge and 
demographic information. Accordingly, questions exploring the nurse's 
perceived differences between residents and psychiatric patients, impressions of 
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their working experiences, and their role perceptions, were developed in the 
final interview guides (see Appendix C). There would be two interview guides 
for nurses with high and low interaction rates. The reason for this was that 
these two groups of nurses might have different factors influencing their 
interactions with residents, for instance ‘preference，(Jones, 1975), ‘role 
perception' OBaldwin & Hattersley，1984; Seys & Duker，1988) and resident's 
characteristics (Duker et al., 1989). However, these two interview guides only 
served as a reminder to the author of what questions could be asked when 
interviewing different groups ofinformants. 
When the observation results had been obtained, the selected nurses 
were approached. The author explained the purpose of the interview to each 
selected nurse. The author also emphasized to the selected nurse that their 
information was important in understanding their work. During the main study, 
the author presented their individual observation results and asked them to give 
their own explanations about their results. Open-ended questions, with 
reference to the interview guide, were asked. However, the author remained 
open-minded and sensitive to the responses of the informants (Rose, 1994) so 
that more could be explored from the informants. 
3.6 Sampling for Observation 
Sampling for observation has two considerations; one is time sampling 
and the other is sampling for human subjects. First, time sampling concerns 
two main issues, namely how long an observer should observe in order to obtain 
a representative sampling of interaction, and when the observation should take 
place (Walbran & Hile, 1988). Walbran and Hile (1988) found that observers 
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using a 15-minute observation schedule for five weekdays could successfully 
yield reliable representative information concerning staff activities. This 
finding helped the design of the observation timetable that covered the major 
ward events from 10:00 a.m. to 7:00 p.m. for seven days in each ward; and 
training center from 9:00 a.m. to 4:00 p.m. for six days (see Appendix D). 
To select nurses for observation, the author checked the nurse's duty 
roster against the observation timetable. All nurses who would be on duty 
during the observation days were invited to participate in observation. If they 
verbally consented to participate, they would be the subjects for observation. In 
total, 18 nurses consented. 
This form of sampling is convenience sampling, because the selection 
was based on availability of subjects or ease of inclusion ^)ane, 1990). This 
kind of sampling is a variation of non-probability sampling since not all subjects 
have same probability to be selected in the study. Polit and Hungler (1995) 
point out that the problem with convenience samples is that the available 
subjects may be atypical of the population with regard to the variable under 
study. Although this form of sampling may be considered to be weakest form 
of sampling, the risks ofbias may be minimal if the phenomenon under study is 
fairly homogeneous within the population ^Polit & Hungler，1995). With regard 
to this argument, the risk of selecting atypical subjects would be comparatively 
less if the interaction rate is low. 
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3.7 Sampling for Qualitative Interview 
Selection of interviewees was based on the intensity of the interaction 
rate. Nurses with the highest and lowest interaction rate in each setting were 
invited to participate in qualitative interviews. This way of selecting informants 
is a sampling method used in triangulation - quantitative research facilitated 
qualitative research (Bryman, 1992). Another reason for this form of sampling 
is that the more understanding of unusual informants, the more might be learned 
from the situation (Patton, 1990). The target number of informants was eight, 
because two nurses respectively with highest and lowest interaction rate in each 
of three wards and the training centre would be selected in the main study. 
This form of sampling is also a variation of purposeful sampling OPatton 
(1990). The aim of purposeful sampling is to select information-rich persons 
for in-depth study to meet the informational need of the study (Morse, 1991; 
Patton, 1990). Therefore, it was considered appropriate for this study. The 
major critique of purposeful sampling is that the researcher may have been 
influenced by a particular predisposition that eventually affects the 
generalizability of the findings, resulting in a low population validity (Carr, 
1994). However, in his discussion of the logic of generalizing results from case 
study to theory, Yin (1994) argues that instead of making an inference about a 
population from a given set of numerical data obtained in a sample (statistical 
generalization), analytical generalization is equally important in making 
generalizations. Yin (1994) elaborates that “a previously developed theory is 
used as a template against which to compare the empirical results of the case 
Study. If two or more cases are shown to support the same theory, replication 
may be claimed" (p. 31). 
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3.8 Ethical issues 
Since the experience of being observed might be uncomfortable for the 
nurses, the author paid particular attention to the psychological preparation of 
the nurses. Once the university and the unit had granted permission (see 
Appendix E), the author took initiative to explain the purpose of the study to 
senior nurses and ward nurses individually. As noted by Endacott (1994), 
explanations prior to the observation were important for the access to the 
setting. Particular efforts were then made to explain the observation procedures 
and to answer the questions raised. When selecting nurses for observation, the 
author approached individual nurses and explained that the author would ensure 
their anonymity and confidentiality. The author also obtained their verbal 
consents for participating in the observation. Moreover, the author anticipated 
that relatives of the residents would question the presence of the observer. 
Therefore, the author explained the nature of this study to the relative when 
necessary. 
Li the second part of the study, selected informants were once again 
assured of anonymity and confidentiality. Taped interviews were conducted 
only when informants signed written consent form (see Appendix F). Before 
signing the consent form, the author explained the purpose of the interview and 
allowed sufficient time for informants to raise questions. The author also 
reminded informants that they could stop the author when they felt 
uncomfortable being tape-recorded. 
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3.9 PilotWork 
The piloi study consisted of three days observation and two face-to-face 
interviews in one female ward. The purpose of this pilot study was to test the 
feasibility of the research design and to make modifications for the main study. 
Observers also made use of this chance to practice observation skills and to 
achieve satisfactory inter-observer reliability. 
Throughout the three days observation, the author observed eight 
nursing staff，from 9:30 a.m. to 6:00 p.m. each day, accounting for 610 
observations. The average calculated Kappa was around 0.65, which was 
acceptable. The observation results showed that nursing staff used half of their 
time to perform solitary tasks. About three percentages of observations had 
some forms of communication between nurses and residents. A quarter of 
nursing time was spent on performing tasks with residents. 
In the second part, nurses with the highest and lowest interaction rates 
were asked, to participate m face-to-face taped interviews. However, these two 
nurses refijsed to participate in interview; not because they were unwilling to 
participate but because they refused to be tape-recorded. Instead, consented 
taped interviews were conducted with two other nurses with the second highest 
and second lowest interaction rate. Both pilot informants were registered nurses 
and were usually worked as the person-in-charge of the ward. 
Preliminary interview results revealed that nurses regarded physical care 
as the most important task. Although there was no special preference for any 
particular type of resident, nurse disliked residents with unpredictable behaviour 
such as spitting saliva. Informants also mentioned the differences between 
existing nursing tasks in the unit and the traditional nursing tasks in the 
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psychiatric setting. Moreover, the informants felt that they shouldered the 
burden of responsibility for the ward. 
3.10 Major Changes in The Main Study 
The interview results from the pilot study showed informants often 
shared with the author their day-to-day working experiences in the ward; 
informants talked little about their experiences in interacting with residents. 
Therefore, the author used a more direct approach with informants in the main 
study. Before the interview, the author presented their individual observation 
results. Then, the author encouraged informants to share with the author their 
feelings and experiences when they worked with residents in their working 
context. Other than this, the data collection procedure for observation 
principally remained unchanged. 
The major obstacle of the main study was the attrition rate of subjects in 
the observation phase. Six nurses refused to participate in the observation part 
of the main study. Two of them were the nurse-in-charge, who demanded that 
the author did not conduct any observations when they were on duty. This 
request, however, eventually caused the author to give up observing 9 nurses in 
one ward. Since the author had implemented a pilot study in one female ward, 
the author could only conduct observations in one male ward, one female and 
the training center. In total, the author observed eighteen nurses in the main 
study. 
Based on the interaction rate, eight nurses were invited to participate in 
qualitative interviews. Although the author had given up one female ward, one 
nurse with low interaction and one nurse with high interaction rate respectively 
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in each ward were additionally invited to participate in the interviews. 
Therefore, the eight informants consisted of three nurses from the female ward, 
three nurses from the male ward and two nurses in the training center. 
In total, eighteen nurses were observed. Table 2 shows their interaction 
rates. Three of them (nurse 6，8，9) refused to participate in the face-to-face 
interview. These three vacancies were eventually taken by another three nurses 
(nurse 1，10，14)，on the basis of their interaction rates. 
Table 2: Interaction rate of the nurses and informants 
, hiteractiaa(%> ， f a f o r m ^ O ^ i u n b ^ 
Male Ward 
Nurse I 10 6 . •.:..::::: 
Nurse 2 [ — . — — . — 1 
Nurse 3 ~27" ——~-
Nurse 4 41 — 一 ： 
Nurse5 56 3 — 一 
Nurse 6 9 Refused 
Nurse7 10 — 
Nurse S 4 Refused 
Female Ward 
Nurse 9 U Refused 
Nurse 10 25^ — _ 8 — 
Nurse 11 ^T ~ ~ 2 
Nurse 12 ]4 ~ 
Nurse 13 ... 14 “ ^ 
Nurse 14 ]2 4 
Training Unit 
_Nursei5| 62 = 一~""“ 
Nursel6 39 5 — 
Nurse 17 48 ~ : 
Nurse 18 | 66 1 
Although informant 5 had an interaction rate of39%, which was higher 
than the interaction rate of other informants in the ward, this nurse was still 
selected. This was because the settings of the structured training program often 
had higher staff-resident interaction rate than that of setting with few structured 
42 
training programs OPrior et al., 1979). Therefore, it was worthwhile selecting 
informant 5. The final profile of the informants was one nursing officer pv[0), 
four registered nurses (RN), and three enrolled nurses (EN). Table 3 shows the 
characteristics of informants and their interaction rates. 
Table 3: Characteristics of Informants 
Informant 1 2 3 4 5 6 7 8 
Rank RN ~RN EN _ RN NO EN RN EN— 
Sex female female male female male male male female 
Meraction ^ ^ ^6 U 39 fo 9 ^ ~ ~ 
Rate (%) 












Chapter 4: Reliability and Validity Issues 
The first part of this section covers the reliability and validity issues of 
systematic observational data, whereas the second part covers the related issues 
in qualitative interview data. 
4.1 Validity and Reliability of Systematic Observation 
The reliability and validity of systematic observation had been 
safeguarded respectively by the measures taken to enhance inter-observer 
reliability and measures taken to minimize the subject's reactivity. Measures 
taken to enhance the reliability of systematic observation included stringent 
observer training and an appropriate choice of inter-observer reliability 
presentation. A three-day habitualization period and the specific strategies 
recommended in SRIC manual were used to minimize subject's reactivity to the 
presence of the observer. 
4.1.1 Observer Training 
Since this study involved a second observer, who is a master's student in 
a university in Hong Kong, observer training was of paramount importance to 
the quality of obser/ational data (Bakeman & Gottman，1986). Observer 
training involved the memorizing all the definitions of behavioural codes in 
order to know exactly the meaning of each code (Paul, 1987). The author and 
the second observer (the observers) dictated the meaning of behavioural codes. 
Observer training was also enhanced by matching exercises that boosted the 
combination of the definitions and the respective codes. In short, the purpose of 
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observer training was to train observers to become familiar with the behavioural 
definition of the codes. 
4.1.2 Enhancement of Inter-observer Reliability 
Apart from observer training, the observers adopted the following to 
enhance the inter-observer reliability. First, the observers repeatedly reviewed 
the application of the stipulated definitions to the setting under study. For 
example, observers had difficulty in deciding the event - a nurse delivered 
drugs in the hallway to ward attendants then to residents. Apparently, it was a 
medication procedure carried by nurses for the residents (do - for). However, 
nurses did not have any interaction with residents throughout the process (N -
Attend/Observe). After referring to the stipulated definition, observers decided 
that this event should be coded to the cell 'N-Attend/Obs' since it did not 
involve any contact between nurse and resident. Secondly, to synchronize the 
observation activities, the observers listened to the tape, which contained the 
necessary commands for observation and responded to the commands. 
4.1.3 Evidence of Inter-observer Reliability 
In systematic observation, inter>observer reliability can be calculated in 
terms of the percentage of agreement or disagreement (Booth & Mitchell, 1988; 
Suen & Ary, 1989). However, Bakeman and Gottman (1986) pointed out that 
judgment of agreement or disagreement could occur by chance. The 
momentary time sampling method should use Cohen's Kappa coefficient to 
show the chance-corrected reliability (Bakeman & Gottman，1986; Gelfand & 
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Hartmann, 1984). Taking as references, Kappa coefficients range from 0.4 to 
0.6 represents a fair reliability; 0.6 to 0.75 as a good reliability; over 0.75 as an 
excellent reliability (Bakeman & Gottman, 1986). 
In the main study, the achieved inter-observer reliability was calculated 
by 320 pairs of observation. It accounted for 15 percent of the total number of 
observations. By counting the frequency of the agreements (Yes - Yes pairs or 
No - No pairs) and disagreements (Yes - No pairs), a two by two table was 
tabulated in Table 4. 
Tahle 4: Tahiilation of Tnter-nhserver RHiahi1i^ 
Secnnd Ohserver 
Na Y£i 
Author Na 22 2 79 
Ye& 2 238 141 
m a l SQ 240 320 
The achieved inter-observer reliability in terms of Cohen's Kappa was 
0.958. This indicated that excellent inter-observer reliability had been obtained. 
However, this value only reflected the overall agreement between observers of 
the occurrence or non-occurrence of nurse-resident interactions. For individual 
cell's inter-observer coefficients, the Kappa coefficients ranged from -.0008 to 
1. Major disagreement was present in the cell 'Ap - doing for，. This due to the 
difficulty in inferring the appropriateness of a dependent resident who passively 
received nursing activity. Despite this problem, Cohen's Kappa for 'N-do for， 
cell was good, r = 0.882. 
4.1.4 Validity of observational data 
Reactivity is particularly detrimental to the intemaI and extemal validity 
of the observational data. Haynes and Hom (1982) referred to reactivity as a 
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transient or permanent modification ofbehaviour of the subjects in the presence 
of the observer. In the learning disability field, OrIowska (1990) suggested that 
the effects of reactivity to staff and residents in settings with dependent 
residents might be minimal. Specific to SRIC, Paul et al. (1987) reported that 
some staff were so non-reactive that they even performed illegal acts. 
Nevertheless, they suggested a 3-day habituation period for both stafF and 
residents in order to minimize the reactivity effect. Taken this recommendation 
into consideration, the author devised an observation timetable that covered 
seven days in the ward and six days in the training center so that the effects of 
reactivity could be minimized. 
In addition, the observers followed the recommendations of SRIC 
observer manual for minimizing reactivity effect, such as wearing plain 
clothing, avoiding eye-contact with residents and staff, and not disclosing the 
content of the checklist. All these measures were aimed at preventing the 
creation of any unnecessary stimulus to both residents and staff, which in tum 
distorted their usual pattems of behaviours. Moreover, throughout the whole 
period of observation, no atypical event occurred so that no atypical factor 
influenced the observation results. Besides，the written statements that briefly 
described the activity of the target nurses enhanced the validity of the 
observational data. 
4.2 Reliability and Validity of Interview Data 
Leininger (1985) highlighted that reliability and validity issues in 
qualitative research had different focuses. While quantitative researchers 
referred to validity as the degree to which an instrument was supposed to 
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measure, qualitative researchers were concerned with the process of knowing 
and to understanding the phenomenon under study. The focus was on the 
process of knowing and understanding rather than the measurement. Hence, 
valid interview data were the narrative information that depicted what the 
qualitative interviewer intended to study (Hutchison & Wilson, 1992). 
Regarding reliability, while quantitative researchers were concerned with the 
consistency and stability of a measurement, reliability in qualitative research 
focused on the true meaning of the information obtained from the phenomena 
under study ^Leininger, 1985). The focus was on the meaningfulness and truth 
of the informant's account (Appleton, 1995). In short, for qualitative interview, 
validity is equivalent to the credibility of the interview data about the 
phenomenon; reliability is equivalent to the truth of the interview data. 
4.2.1 Strategies to secure validity and reliability of interview data 
Based on the above focuses, the author adopted the following strategies 
to safeguard the validity ofthe interview data. Before the pilot study, the author 
practised a rehearsal interview in the video laboratory in the university. 
Supervisors gave feedback on the taped interview. Based on the feedback, the 
author tried other informal interviews with friends working in the psychiatric 
field and in the learning disability field (not working in the setting under study). 
The purpose was to enhance the researcher's interview abilities to obtain valid 
interview data. 
Moreover, the reliability of the interview data was enhanced by tape-
recording, because the author could repeatedly refer back to the verbatim tapes 
when developing the themes and categories during data analysis. The taped 
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interviews also allowed the author to minimize the bias since the author could 
repeatedly listen to the content of audio-taped interviews. Finally, the author 
verified the tentative categories and subcategorizes with four informants, in 
order to obtain the true and valid interpretation of the interview data (Appleton, 
1995). 
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Chapter 5: Data Analysis 
This chapter involves two sections. The first section deals with the 
analysis process of the observational data. The second section deals with the 
process of analyzing interview data. 
5.1 Analysis of Observational Data 
All observation data were entered onto the computer software 
'Statistical Package for Social Science (SPSS)', Window version 7.5 for data 
analysis. Each observation was recorded as ‘case’，whereas each cell of the 
checklist became a ‘variable，column. Since this study did not involve any 
hypotheses for testing, the analysis would mainly involve descriptive statistics. 
5.1.1 Treatment of Written Description of Nursing Behaviours 
All written descriptions of nursing behaviours as recorded in the 
modified SRIC checklist were coded according to the nature of the behaviours. 
This resulted in a new coding scheme which consisted of four major categories, 
namely the social communication, ward activities, nursing activities, and self-
engaged activities (see Appendix G). The social communication category 
consisted of verbal and non-verbal social communication between nurses and 
residents. Ward activities comprised all the activities of the nurse in managing 
the ward. Nursing activities encompassed all direct and indirect care activities. 
Finally, self-engaged activities referred to any activities that were carried out by 
the target nurse to satisfy their personal needs. The purpose of these new 
categories was to help understand the nurses' activities in ward. 
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The main difference between these new behaviour categories and SRIC 
was twofold. Firstly, in SRIC, feeding activities were treated as 'Do for，，but 
these activities were re-defined as nursing activities. Secondly, verbal and non-
verbal interactions were re-grouped into a new group: social communication. 
5.L2Interaction and Non-interaction Cells 
Any cells that involved a contact between a nurse and a resident were 
treated as interaction cells. Conversely, any cells that denoted few interactions 
between nurses and residents were treated as non-interaction cells. For non-
interaction cells, cells in the first row of SRIC such as 'Ap-Ignore/NoR', 'InF-
Ignorey^oR', 'InC-Ignore/NoR', 'R-Ignore/NoR', ‘N- Ignore^oR，and 'N-
Atten/Rec/obs' were the non-interaction cells, since no nurse-resident 
interaction would be recorded in these cells. Thus, cells other than these non-
interaction cells were the interaction cells, since they involved a contact 
between nurses and residents. Based on this method, each nurse could be 
judged as either having or not having interaction with a resident. 
5. i . i Calculation of Interaction Rate 
By counting the frequency of both the interaction cells and the non-
interaction cells, the interaction rate of the individual nurse could be calculated 
by the following formula: 
F(int) 
F(int) + F(non-int) ^ 麗 。 
Where: 
F(int) = total frequency of interaction cells 
F(non-int) = total frequency of non-interaction cells 
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5.2 Qualitative Data Analysis 
Analysis of the interview data involved the following stages. Firstly, 
after each interview, all interview contents were translated from Cantonese to 
English by the author and manually transcribed onto a personal computer. Each 
interaction between the author and informant was marked with an index for 
identification. By this means, a hard copy for each interview was obtained (see 
Appendix H). The author also enhanced the quality of translation by repeatedly 
listening to the tapes and checking for any incorrect translation. 
5.2,1 Immersion In The Data 
The next step was to immerse into the data by listening to the tapes 
again and again (Riley, 1990). Throughout this stage, the author marked down 
initial thoughts and feelings about the significance of the data onto the interview 
notes (see Appendix I) and the transcripts. By means of open coding, the text 
was separated into several discrete points for classification (Buraard, 1991). 
The author then assigned codes to these points for later classification 
(Ashworth，1994). 
5.2.2 Category Building 
Based on these points, all points with similar meanings and ideas were 
grouped together. The recurrent themes generated from these points would give 
a basis for analysis. Since not all informants would mention all the points，the 
author then used the matrix method (Miles & Huberman^ 1994) to identify 
which informant had mentioned a particular point (see Appendix J). The author 
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then performed analysis of these themes together with interview notes and 
transcript notes. In generating the categories，themes were collapsed to form 
categories. Two criteria suggested by Dey (1993) - 'intemal and external 
aspects' - were observed. 'Ditemal aspects' meant that categories must be 
meaningful in relation to the data, whereas 'exteraal aspects' referred to the 
linkage with other categories. This process helped form a comprehensive 
picture of the interview data. Pollock (1991) called this process mosaic 
building. Finally, the author finalized five major categories after four informants 
had verified the tentative categories. Details of these categories will be shown 
in chapter seven - results of interview data. 
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Chapter 6: Results of Observation Data 
This chapter comprises three parts. The first part concems the overall 
findings. The second part is an examination of nursing interactive behaviours in 
the ward. The final part is an examination of nursing activities in ward when 
nurses are not involved in any contact with residents. 
6.1 Overall Findings 
In total, the author performed 2140 observations in two wards and the 
training center，900 (42.1%) on the male ward; 810 (37.9%) observations on the 
female ward, and 430 (21.1%) observations on the training center. The 
frequency of the non-interaction cells was 1551, meaning that 72.5 % of 
observations recorded few interactions between nurses and residents. Only 589 
(27.5 %) observations recorded interactions between nurse and resident. Figure 
2 shows the overall interaction rate. 
Figure 2: Overall Interaction Rate Between 
Nurses and Residents 
tateraction ^^IflMM pr- -^ 
(27.5%) y ^ ^ ^ ^ j ^ \ ^ 
i j^ ^^ j^ |^ j^ 5^^ *^jli*^ *^ y^^ i^j^ E^  .�*‘ ^^  
^^¾}¾!^¾¾¾¾¾¾^  ‘ \ i£?tteiSCT.tl 1 i!i!'fTnTrfr ':,;•: “ ？ ” , ; ' . • \ 
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Of these 589 interactions, the frequency distributions of nursing 
behaviours towards different types of resident behaviour are shown in Table 5. 
Examples of these interactions will be dealt with in five groups; they are the 
nursing behaviours towards residents' 'appropriate (Ap)' behaviours, 
‘inappropriate Failure (InF)' behaviours, 'inappropriate crazy (InC)’ 
behaviours, 'request (R)，behaviours, and ‘neutral 0^O' behaviours. 
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6.L1 Nursing Behaviours Towards *Appropriate^ Resident Behaviour 
Analysis of the nursing behaviours towards 'appropriate' resident 
behaviours (residents performed correctly to meet the environmental demands) 
showed that nurses used various responses. The most two common forms were 
'positive non-verbal，(n = 53) (e.g. Giving a smile to a resident), and 'Doing 
for，(n = 46) (e.g. apply cream to a resident). The frequency of non-verbal form 
of interaction (n = 54) was about twice that of verbal communications (n = 24). 
Nurses also commonly interacted with residents with appropriate behaviour in 
form of ‘instruct，(e.g. telling a resident to put on a coat), 'doing with' (e.g. 
working with a resident to fold linen) and ‘clarify’ (e,g. asking a resident if he 
wanted to eat this). In general, the positive tone of nurse-resident interaction 
was far more common than the negative tone. Figure 3 shows the frequency 
distribution of nursing behaviours towards ‘appropriate’ resident behaviours. 
Figure 3: Nursing Behaviours Towards 
*Appropriate* Resident Behaviours 
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6.1.2 Nursing Behaviours Towards 'Inappropriate Failure' Resident 
Behaviour 
Nurse's behaviours towards 'inappropriate failure’（a resident behaviour 
that failed to meet the demand of the environment) is shown in Figure 4. The 
figure shows nurses usually instructed residents to comply with the 
environmental demand (n = 23). In two observations, nurses tried to open a 
resident's mouth who tumed away from nurses during feeding (Phys Force). 
Again，a non-verbal form of positive communication was a common way to 
interact with ‘inappropriate failure' residents. For example, nurses sat beside 
and looked at a resident who failed to participate in ward routines or other 
structured training sessions. 
Figure 4: Nursing Behaviours Towards 
Inappropriate Failure' Resident 
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6.1.3 Nursing Behaviours Towards ‘Inappropriate Crazy' Resident Behaviour 
For the next type of resident behaviour - 'inappropriate crazy’ 
(presenting bizarre behaviours that seem to be inappropriate to the immediate 
context), the analysis showed that only nine observations recorded such resident 
behaviour. There were five types of nurses' responses. The most common type 
was positive non-verbal (n = 3) (e.g. looking at a resident who was talking to 
air). The next common ways were ‘clarify’ (e.g. Ask 'Nvhat is matter with 
you?，，to a resident who could not sit still) and ‘Neg Verbal’ (e.g. Ask a resident 
who is jumping around to sit down). In one observation, a nurse stopped a 
resident who suddenly attempted to hit the table - Phys Force. In addition, 
there was an observation recorded ‘Pos Verbal', in which a nurse reminded a 
resident who failed to participate in the training session that it was time for 
training session. Figure 5 shows the frequency distributions. 
Figure 5: Nursing Behaviours 
Towards Inappropriate 
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6.1.4 Nursing Behaviours Towards 'Request' Resident Behaviour 
When residents raised their requests, nurses commonly used ‘doing for， 
to deal with residents, for instance, during a snack time when a resident opened 
his mouth and wanted to eat something, the nurse fed him. Sometimes，nurses 
would clarify with residents who had limited verbal skills what was the exact 
meaning of the request. Li one observation, the nurse told a resident, who was 
speechless but always cried aloud after a meal that his condition would be 
referred to the medical officer. Figure 6 shows the respective frequency 
distribution of nursing behaviours towards resident requests. 
Figure 6: Nursing Behaviours 
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6,1.5 Nursing Behaviours Towards 'NeutraV Resident Behaviour 
Lastly, analysis of the nurse behaviours towards 'neutral' residents' 
behaviours (absence of any appropriate or inappropriate behaviour) showed a 
significant amount of ‘doing for，nursing behaviour (n = 297). This refers to 
interactions between nurses and ‘neutral，residents which focussed on doing 
tasks, such as feeding, doing bodily observation and nursing activities such as 
feeding, taking vital signs, and dressing wounds. Figure 7 shows the frequency 
distribution of nursing behaviours towards neutral resident behaviours. 
Figure 7: Nursing Behaviours Towards 'Neutral' 
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6.1.6 Resident Behavioural Profile in The Ward and The Training Center 
Considering the residents' profile, the wards and the Training Center 
had opposite pattems of resident behaviour (see Table 6). hi the wards, the 
residents' behavioural pattern was similar to the general pattem; that was most 
residents were inactive. Yet, in the Training Center, most of the residents 
behaved appropriately. However, some residents were reluctant to participate in 
training activities. In general, only a very low proportion of residents behaved 
inappropriately in wards (n = 4) and Training Center (n = 5). 
Table 6: Distribution of resident behaviours in different setting 
:”::-,: Appropriate i:,biappc^mte Liappropriate Hteqaesting t Neutral 
_ _ _ _ _ . : . . : . : : . . : :: . . : _ M i i _ : crazy :__纖_:.:.: 
i:^:i^i:i;ri^S:^::'::^i'.i:^:-.:........ ……；：?<^:、.:；：二:.:''々-.”』；；311$§^-::,_”"、.人..‘ -'':^''^--':'i,--rSi^:^n;^; �:"’3^ j^ i!—?“:^ :”M$)"":v.:,:i'.4 •.-. .、=‘；；、广-:^  :、::群汽}^^ 二^;;—'/:、." ^Deaa^ ottB^^ -_ i ^ ^ i ^ _ _ . ：： 36.:. ::-i_^^^3l^_^igl .- 4 .,-:場:擺11、1鑑纪::...:.-..3(» -:s?;»<asp?p5SfeT^-;!5“?r,5:??;;;;，3 • ..: .. .:5rs5Ai?.;.’，;K，^SSES?��&.:; iS . ..:.-..，;z«J”2?.^.L.:«SKi;s2?r. Jvl •： 
_ilSiii_i:.:.::::::::::: .::::::::. : . : _ _ _ _ i i _ _ f : ::.: : ::"_ _ l _ _ _ : n . 
i _ i i i _ _ i h : ; : ? � : 1 6 4 : : : : . : : _ _ _ S g p _ _ : 5 ..:__薩__圖_:.:?25 . 
_igEiit^_i_:::::::::::::.:.:: :: ...::: . : : _ | _ _ i i _ _ : : : : . :::;;_,j)pig|_::: V:,.:::..:::. 
To summarize, most of the nurse's interactions with residents were task 
oriented. When communication occurred, nurses tended to interact with 
residents non-verbally and positively, ki the following sections, more details 
•<, 
about the nurse-resident interactions and nurse activities that occurred in ward 
will be presented. Hence, the following results solely reflect the observations in 
wards. The reason is that the Training Center is a supplementary service to 
ward residents, which operates from 8:00 a.m. to 4:00 p.m. Thus, not all 
residents will utilize the Training Center service and most residents will spend 
their time in the ward. 
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6.2 Nurse-Resident Interactions in Ward 
At ward level, the author completed 1710 observations. Of these, 363 
observations (21.2%) recorded nurse-resident interactions, which was lower 
than the total interaction rate. Of these 363 observations, 17% (n = 59) recorded 
nurse-resident communication and 83% (n = 303) recorded nursing activities to 
resident. 
6.2.1 Communication With Residents 
In the wards, non-verbal nurse-resident communication (n = 22) 
occurred more than verbal communication (n = 16). The overall tone was 
positive (n = 32) rather than negative (n = 6). These two characteristics were 
consistent with the overall interaction patterns. Li addition, nurses usually 
demonstrated or instructed residents to follow nurses' instructions. Table 7 
shows the frequency of different forms of communication. 
Positive verbal 12 20.34 
NegativeVerbal 4 6.78 
Positive Nonverbal 20 33.90 
Negative Nonverbal, 2 3.3 9 
Positke Statement" 2 3.39 
, , , � ^nect/Clarify5 5 8.48 
： . . r 4 ^^Suggest/Alufnative 2 3.39 
:、為,;、?）‘ Demohaistruct 12 20.33 
”二 > :”： / " ?、V t o > k 59 100 
When communication occurred, the profile of the resident postures is 
shown in Figure 8. These data show that about 36% of communications 
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involved residents standing, walking or running; 64% involved residents sitting 
or lying down. 
F i g u r e 8: R e s i d e n t P o s t u r e s W hen N u r s e - r e s i d e n t 
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When nurse-resident communication occurred, the most common 
location of nurse were, in descending order, in dormitory three, the nurse's 
station or the hallway. Little communication took place in dormitory 5 or 
dormitory 1 (see Appendix A). Figure 9 shows the location of nurses when 
verbal communication occurred. 
Figure 9: Location ofNurses When Verbal Communication Occurred 
Frequency 
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6.2.2 Doing Nursing Care 
The analysis of nursing activities that involved the residents in the ward 
showed that feeding was the most common nursing activity (53.9%) followed 
by medical procedures (19.4%) (see Table 8). Nurses also performed vital signs 
of residents (10.5%), such as taking blood pressure, body temperature, pulse 
rate, and respiratory rate. 
M I H ^ i ^ B a M i i g ^ ^ ^ ^ 
^ H M W I 8 ^ ? ^ _ ^ ^ M W M ^ ^ M 
^^ i^^ ^^^ g^^ i^jg^ gg^ ^ i^ygg^ gj^ ^ i^j^ ^ g^^ ^^^ j^yj^ juimmjjmjjmmimjjggQm^mjg^ g^ m g^^ j^ j^n g^^ gg^ ^^^^ 
^ P P M ^ — i ^ ^ ? M ' y j M « M | f f l i ^ 
jfli"_ iirmui iiiiMifMir iiJfcjiiiHiiiin' iiiLHWi^ BaamiuumjiiUHiiMW iiirw uitii ‘ L'%HPiww"wiMaM«9»aMM»MMi>.Mi^ ig t*a>nww 
/ : M e d i c a l p r o c ^ r e ^ i 59 19.4 
< . r ^ . . : ^ c ^ , 30 9.9 
..:Prygrefeitedmaiiersf 17 5.6 
^ ^ ? ! ¾ ¾ ^ ¾ ^ ¾ 164 53.9 
• : ! ^ m ^ & d ^ m a 1 0.3 
; ^ _ b ^ e f f ^ 32 10.5 
: _ _ _ g j _ _ _ 303 100 
When nursing activities were conducted, most of the residents were in a 
lying position (84.5%). Residents in a sitting posture were the second most 
common group receiving nursing activities (14.8%). However, nurses seldom 
performed nursing activities to standing residents (0.7%). 
When nursing activities took place, the common place was in dormitory 
three, where most of the bedridden residents were. On a few occasions nurse 
would go to dormitory one and dormitory five to perform nursing activities. 
Figure 10 shows the locations of where nursing activities took place. 
64 
Figure 10: Location ofWhere Nursing Activities Took Place 
Frequency 
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In brief, interaction patterns in the ward shows that nurses commonly 
interacted with residents in forms of nursing activities and interpersonal 
communication. The most common nursing activity was feeding. Whereas, 
performing nursing procedures such as vital signs were the next common 
nursing activities. Very often, nurses performed these activities to residents who 
were in bed in dormitory three. 
6.3 Not Interacting With Residents 
This section will deal with the analysis of nursing activities when nurses 
were not interacting with residents. In total, 1347 (78.8%) observations 
recorded no nurse-resident interactions. When nurses were not interacting with 
residents, the activities that the nurses engaged in were, in descending order, 
ward activities (54.2%) (e.g. reading memo, dealing with documents), self-
engaged activities (27.5 %) (e.g. meal and tea break) and nursing activities that 
6 5 
involved no residents (18.3%) (e.g. prepare equipment for blood taking, and 
refill medication). Figure 11 shows the frequency distributions of non-
interactive nursing behaviours. 
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6,3.1 Ward Activities 
When nurses were not interacting with residents, 730 observations 
recorded ward activities. Table 9 shows the frequency distributions of various 
ward activities. The most common activity was the solitary task (61.8%). This 
referred to doing paper work, handling documents and reading relevant memos. 
The characteristic of these tasks was that nurses were working alone, not 
involving any staff or resident. 
%iTable 9; Fr^uency Distribution of Ward Activities 
.* • • ‘ • “ . - - _: 1 *• — V*** W^ . ,rt f < 
‘':广，一「1: '- -:”~ Fwv/wfj/>9f^*v AVn^ f^f/ /%1 
‘ ‘ ,厂• . “ ‘ , '^ - - JrrgyKc/ycy xcrLgnt {/0/ 
^mi i 
^ ^ i f 
� : : � ； 〜 硬 V ‘ V 5 � ^ " S 730 100 
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The next most common activity was nurse-to-staff job-related dialogue 
that was the discussion between staff in relation to ward or resident matters. 
The observations also showed that nurses spent about 7.4 % of the total ward 
activity time dealing withjob-related phone calls; 7% managing and supervising 
ward attendants. Moreover, nurses often carried out these tasks at the nurse's 
station (see Figurel2). 
Figure 12: Location of Nurses When They Carry Out Ward Activities 
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6.3.2 Self-engaged Activities 
Li total, 370 observations revealed self-engaged activities. The most 
common self-engaged task was tea and meal-breaks. Fifty observations showed 
idleness of nurses. Nurses also used 17 % of self-engaged time to carry out 
activities such as attending toilet, hand washing and other personal matters. 
Table 10 shows the frequency distributions of the self-engaged activities, 
'l'!%fe';i,- Table 10; Frequ^^DistnButiSa6f SeLP-en|^^ Activities 
_ g g i ^ i g g a i _ a ^ ^ i ^ s ^ ^ a F ^ i f e n _ a p e _ t ( % ) : : 
Teaymeal 110 29.7 
Attending toiletAiand washing process 37 10 
Watching TV/Idling 50 13.5 
None-job related phone call 26 7 
In motion 43 11.6 
Stayed outside Qob irrelevant) 5 1.4 
Personal own matters 26 7 
Total 370 100 
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Regarding the locations, nurses often performed their self-engaged 
activities in nurse's station while nurses sometimes left ward for tea and meal 
break. Figure 13 shows the locations where nurses performed self-engaged 
activities. 
Figure 13: Location of Nurses when They Perform Self-engaged Activities 
Frequency 
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6.3.S Nursing Activities 
Analysis of the nursing activities that involved no residents showed that 
nurses spent most of the time on drug related activities such as drug delivery 
(36.6 %, n = 87). The next most common task was meal preparation (13%, n = 
32). Nurses used about 10% of their time respectively in medical procedures, 
preparation for taking vital signs and working with doctors on the doctors' 
rounds. 
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The most common location at which nurses conducted these nursing 
activities was the hallway. The next common location was nurse's station， 
where nurses were usually involved in doctors' rounds, or preparing items for 
medical procedures. Figure 14 shows the locations where nurses carried out 
nursing activities that involved no resident. 
Figure 14: Location ofNurses When They Carry Out Nursing Activity Not Involving 
Residents 
Frequency 
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Therefore, when nurses were not interacting with residents, they mainly 
carried out three types of activities in the ward, namely ward activities, self-
engaged activities, and nursing activities. Finally, nurses often performed 
solitary tasks at the nurse's station. Nurses also spent time on job-related 
discussion with colleagues. Secondly, self-engaged activities comprised the 
nurse's meal/tea time, and idleness or self-care activities at nurse's station. 
Thirdly, the main activities were drug delivery and meal preparation in the 
Hallway. 
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6.4 Summary of Observational Results 
Overall patterns of the observation data of the ward nurses show the 
following characteristics. First, nurses seldom interacted with residents, as the 
nurse-resident interaction rate was low. Secondly, ward nurses often interacted 
non-verbally and positively with residents who were in a lying position in 
dormitory three. Thirdly, the most common, nursing activity was feeding 
residents who were in a lying position in dormitory three. Fourthly, ward 
nurses often performed solitary tasks at the nurse's station. Fifthly, the most 
common nursing activity that did not involve residents was administrating drugs 
in the hallway. Lastly, observations revealed that meal or tea breaks were the 
most common self-engaged activities of the ward nurses. 
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Chapter 7: Results of Interview Data 
In total, the interview data yielded five major categories. Firstly, 
'orientation to a new clinical setting’ referred to the general perceptions of 
nurses towards the new care setting. It documented how nurses interpreted the 
residents and the care setting. Secondly, ‘stressors in the care setting' denoted 
the nurse's day-to-day direct care stresses. Thirdly, ‘experiencing contextual 
constraints' highlighted the sources of perceived constraints in caring for 
residents. Fourthly, 'personal resolution' indicated how individual nurses dealt 
with the care demands and constraints. Finally, 'priority of care’ depicted a 
hierarchy of care. Table 11 shows these five categories and their 
subcategorizes. Noteworthy is that the language difference between English 
and Cantonese has caused problems in translation, which may result in 
grammatical errors in some of the verbatim data quoted in this chapter. 
ilM^ ^^ ^^ ^^ ^^ ^^  
iiiiliiliiiltiiiiii!iiiillffi 
Orientation to a new clinical setting Meeting with resident*s disabilities 
Perception of residents lives 
Sense of a difference 
Stressors in care setting Powerless in caring 
Sense of frustration 
Relative-related stress 
Experiencing contextual constraint System constraint 
Managerial constraint 
Time constraint 
Personal resolution Working attitude 
Self-determination 




7.1 Orientation to A New Clinical Setting 
This category represented the nurses' feelings and thoughts towards a 
new clinical setting, since they shifted to work in the unit from a previously 
familiar psychiatric setting. Initially, nurses were astonished at the nature of 
resident's dependence, because they had never come across this group of clients 
before. The general feeling was that resident's admission was due to the plight 
of residents, not due to any specific active disease. Hence, nurses were aware 
that they had entered a new clinical setting. Their emergent thoughts and 
feelings could then be further classified into the foUowing three subcategorizes, 
namely ‘meeting with residents disabilities', 'perceptions of residents' lives' 
and a ‘sense of a difference'. 
7,1,1 Meeting with residents* disabilities 
This sub-category highlighted the nurses' feelings towards physical and 
intellectual disabilities. The most striking experience related to resident's 
bodily deformity. An informant shared her description of a resident who had 
obvious bodily deformities. This informant shared: 
"The first patient I came across here like a child who had been 
put into a flower pot, only leaving the head exposed. Her eyes 
were large, very beautiful, but the whole body was totally 
abnormal, nofimction at all The body was severely deformed� 
curved and flat, just liked a 'Chinese Nam On dry flat duck 
(lN2).,， 
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Other than visible abnormalities, most residents had a range of 
functional and intellectual disabilities. Nurses found that most of the residents 
were unable to talk. Even though some of them could speak a single word, or 
had some gestures, "it is difficult to fully understand them (8N2). “ A nurse 
reported the resident's intellectual disability as follows. “ When I asked a 
resident “how old are yoii?", the resident replied that she was six years old 
(8N32). ” Residents also “easily forgot (3N2) ” the relationship that a nurses had 
already established with them. 
Nurses perceived that the diagnosis implied a child-like approach, which 
was to treat residents as a child. This perception was reinforced because nurses 
found that residents favored a child-like approach, and "their (residents) basic 
need was food (8N36) ”. In brief, bodily deformities, physical and functional 
disabilities presented difficulties that required unique nursing skills. 
7.1,2 Perceptions of residents lives 
This sub-category represented the nurses' feelings about the residents' 
lives. Although residents had a number of bodily deformities and disabilities, 
the residents did not have any specific illness or disease that led them to live in 
the unit. Before admission, family members were their main carers. However, 
when ''relatives have problems in caring for them (lN34), “ residents lived in 
the unit for long-term care. As a nurse pointed out "it is better to treat them as 
ordinary people, not using the term "patient" to describe them, because... It is 
only due to their disabilities, they are subjected to others manipulation cmd 
decisions (3N78).“ 
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In addition, nurses acknowledged that when resident became a client of 
the unit they had no choice to select their live styles. ‘‘They were forced to have 
this form of life in institution... all the activities of daily living like feeding, 
bathing, medication were tightly scheduled (4N8): Moreover, residents' 
disabilities affected their quality of life. A nurse felt that “it’s a great pity, they 
lie on bed all day long (3N70) “ and they “had few opportunities to touch the 
outside world (3N74). “ Another nurse also felt that the resident's quality oflife 
was limited by their feeding problems. "They had not tried various kind of 
foody especially for those residents requiring tube-feeding, they had no chance 
to try the taste of coca cola (6N30). “ Hence, nurses were filled with pity for 
residents. 
7.1.3 Sense of a difference 
This sub-category denoted a sense of difference. As a result of several 
perceived differences, nurses generally felt that working with this group of 
residents required different nursing skills. Six informants highlighted that 
unlike psychiatric patients, most of the residents had limited communication 
skills. As one informant said, “For those psychiatric patients, when you go to 
them, those manic patients would at once follow you and talk to you. ...For 
those residents with leannng disabilities,..., they might not give any response to 
you, even thoughyou had talked to them (5N2).，， 
Another major difference identified by nurses was that most residents 
were ‘weak and powerless'. "Formerly, in psychiatric setting the patients could 
take care of themselves and walk (lN4). “ "Here, they are totally dependent. 
They cannot put on clothes or undress themselves. They require other people to 
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do these for them (4NS0). “ Therefore the care demand was somewhat different 
from the psychiatric patients, because in psychiatric ward a nurse "was solely 
responsible for observing patient�s mental state, doing close surveillance them, 
giving sedation to those mentally unwell patients (7N54). ” Thus, nurses felt 
that they could achieve more in the psychiatric settings. As a result, nurses 
sensed that psychiatric ward patients could give them a sense of achievement, 
but residents with learning disabilities could not. Owing to these perceived 
differences, nurses developed a sense of difference. 
7.2 Stressors in Care Setting 
This category outlined the impact of this new client group on nurses. 
Their previous working experience and training did not equip them for working 
in this speciality. However, they still had to deal with the residents' disabilities 
and care problems from day to day. This process was stressful to the nurses 
because they knew that they lacked knowledge to fulfil their care role. The 
interview data identified the following subcategorises when they reacted to the 
challenges; these were 'powerless in caring，，'sense of fmstration' and the 
'relative-related stress’. 
7.2.1 Powerless in caring 
The first source of stress related to the direct care problems of residents. 
Nurses felt that they did not possess the necessary skills and knowledge at the 
time they came to work with the residents. Four informants shared their 
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feelings of powerlessness during the feeding process. An informant shared a 
typical experience ofpowerlessness in feeding. 
“I remembered that I and mirse A fed a resident together. We 
did not know how to feed. Actually we could feed nothing. To 
solve this problem, nurse A used a spoon to hold and fix her 
tongue and I used syringe to inject some 'Polycose', small 
amount at a time into her month...She spilled halfor even more 
than a half out of month. However, she eventually swallowed the 
rest. She then swallowed small amount each time (lN4).“ 
This typical example highlighted that nurses were actually at a loss 
when feeding a resident with swallowing difficulties. The sense of 
powerlessness also occurred in other aspects of care. Particularly, informants 
felt powerless to control the disease process because the physically weak 
residents tended to have recurrent diseases that were difficult for nurses to 
handle. This gave rise to a sense that "what we do is somewhat like a general 
ward, rather than a learning disability ward (6N36). “ One informant admitted 
that she did not know how to deal with the physical problems of the residents. 
Another informant also asserted that "all nursing procedures that we had 
leamed in nursing school were not applicable to them (lN2).“ 
Moreover, the sense of powerlessness also appeared in the interaction 
with non-responsive residents. An informant shared that “I don 7 know how to 
handle them when I interact with them (2N58). “ Another informant also 
described her powerless feelings as such ‘7 feel that I am talking to myself, 
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like...someone is just talking? (4N24) “ Li brief^ nurses had a sense of 
powerlessness about their daily care of residents, especially in the feeding 
process and in the course of interaction with non-responsive residents. 
7.2.2 Sense of frustration 
This sub-category portrayed the sense of frustration of nurses as a result 
of powerlessness. The sense of powerlessness and the sense of frustration were 
closely related to each other because they often existed together. However, a 
sense of frustration drove nurses to question the effectiveness of their care. As 
an informant said, "our efforts cannot bring about good result (8N44). ” When 
a resident passed away, a nurse felt frustrated because she thought that she 
could not save the resident's life even though she had spent a lot of time 
(8N44). 
Again, the sense of frustration extended to other aspects of care, 
especially when nurses attempted to make time with a resident who had few 
responses. Nurses particularly felt frustrated in gaining residents' responses. 
Nurses commonly felt that they had odd and unnatural feelings when talking to 
a non-responsive resident. As an informant said: '^hen the resident had no 
response, I would feel 'grey'...Of course, I would he happy ifhe had response 
(7N22). ” When nurses had put efforts to stimulate a non-responsive resident, 
but the result remained fruitless, the sense of frustration then become 
exaggerated. As one informant said “I have some unhcq)pmess. I would think 
that I have done mariy things onto him but what he can do is just sleeping or 
eating (3N18). ” Hence, these care situations created a sense of frustration to 
nurses. 
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7.2,3 Relative-related stress 
This sub-category highlighted the stresses created by residents' relatives. 
Since relatives did not totally abandon their family member in the unit, they 
maintained a certain affection and relationship with the resident. They also had 
expectations about the daily care of their family member in the unit. Nurses 
stated that relatives were eager to share their feeding methods with them. 
However, nurses felt that their methods might not be appropriate for the 
residents. If relatives insisted on their feeding method, nurses felt stress. A 
typical example was that: 
"her mother kept telling us how to feed her orally. However, 
being a professional here I didn 't know why we could not tell her 
mother that it was too risky to feedher like that (lN12).“ 
Another form of stress created by relatives related to the nature of the 
complaints. Commonly, nurses perceived that most ofthe complaints made by 
relatives were irrational and demanding. A nurse gave a typical example of 
this. 
"The relative constantly and frequently made complaints. Even I 
had not contacted the resident, they still had a lot ofcomplaints 
(2N82).“ 
This indicated that the relatives’ expectations and complaints 
complicated the day-to-day care problems. It was because nurses had to 
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simultaneously meet the care demand and satisfy relative's expectations. 
Nurses acknowledged that they owed a duty of care because the relatives had 
placed their child in their hands. However, the stress was that when accidents 
occurred, the relative would blame the nurses. A nurse shared her experience of 
this when a relative critically questioned "why you as rmrses could not take 
care ofher well? (8N48) ". When this happened, it would damage morale. As 
one informant pointed out "this will cause great impact on our morale (6N8).“ 
7.3 Experiencing Contextual Constraints 
This category described the constraints experienced by nurses. When 
nurses coped with the care demands, nurses experienced three different types of 
contextual constraints, namely ‘system constraint', 'managerial constraint，，and 
‘time constraint'. 
7,3.1 System constraints 
This sub-category outlined the inherent problems of the care delivery 
system. Nurses recognized that they could not accomplish all the care activities 
by themselves. The system, however, employed a number of less-trained ward 
attendants to carry out direct bodily care such as changing diapers, feeding, 
toileting and bathing. The inherent problem was that ward attendants had 
replaced nurses and substantially decreased the opportunities for nurse-resident 
interaction to occur. As an informant indicated: 
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"Here there is a lot of Ward attendants, they would decrease our 
contacts with residents. It is because the opportunities, such as 
changing diapers, bathing, to interact with resident has been 
given to the ward attendcmts...then it has remarkably decreased 
the contacts with residents (2N30).“ 
Given a number of less-trained ward attendants, the system required 
nurses to take up a supervisory role, which was considered to be important in 
the unit. A person-in-charge described his supervisory role in bathing session 
as follows. 
"Bathing, that is to observe for any accidents, to check whether 
the bathing procedures are right or wrong, to prevent causing 
any harm to the residents. Sometimes ward attendants would use 
extra force to lift or land a resident during transport. If there is 
any thing wrong, it is necessary to take actions to correct them 
(7N8).,， 
However, nurses also felt that it was difficult to closely monitor the 
performance of ward attendants, since nurses could not keep close supervision 
on each ward attendant in every minute. “Even they did not do the job, the nurse 
had no way to deal with it... nurse could do nothing about it (8N42). ” Hence，a 
nurse indicated that the system tolerated ward attendants' poor performances, 
that was “some lazy staff are still tolerated by managers (lN36). “ This created 
another problem - managerial problem. 
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7.3.2 Managerial constraint 
This sub-category describes the managerial problems inherent in the 
system. Although the untrained ward attendants created problems, nurses felt 
that it was impossible to push them too hard. Sometimes, compromises had to 
be made with ward attendants. An informant shared her experience as follows. 
“For instance, when a resident was sitting up and the foot 
appeared black, they (ward attendants) just said it was very 
normal and said that the resident needed no socks for preserving 
heat. They might even know that the black color was due to poor 
blood circulation... Their concept was that putting on socks was 
no use." I f I went straight to put socks on the resident '5 foot, 
they would think that I was accusing them of not doing their job 
well (8N54).,， 
Another reason for making compromise with ward attendants was that 
nurses needed their help. It was because when there was only one nurse in the 
ward, nurses needed ward attendants to keep an eye on each resident. Despite 
the compromises, nurses needed to make extra efforts to preserve the quality of 
care. In this regard, nurses expressed that they had worked hard for this. 
However, four informants expressed their dissatisfaction with seniors. The 
common dissatisfaction was that senior nurses seldom gave appropriate 
feedback to them. An informant revealed, “of course, it is our responsibility to 
do the job well. But, a small verbal appreciation would encourage me and give 
me a very great. Here, I can 't feel any at all (6N10). ” 
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7.3.3 Time constraint 
This sub-category indicated the constraints in time when nurses wanted 
to interact with residents. The nurse-in-charges felt that it was difficult to have 
spare time to interact with residents. A nurse-in-charge explained that “I really 
want to have some forms of interactions with the resident but it has no way, 
because it is my responsibility to get all the jobs done and hold responsibility to 
every thing happened in ward (4N18) ". Indeed, the nurse-in-charge informants 
had a strong feeling that they had a crucial responsibility for overseeing all the 
events that happened in the ward. Therefore, they had to spend time checking 
what had already happened in the ward so that they could hand over all the 
unfinished tasks to next shift. 
Other nurses also felt that they were distracted by a number of ward 
activities. They revealed that phone calls occupied a considerable amount of 
nursing time since various departments might make calls to the ward, to inquire 
about the ward or a resident. Furthermore, nurses needed to perform 
administrative tasks that related to ward attendants，matters such as duty roster 
arrangements, ward attendant's requests and sick leave matters. Moreover, 
nurses felt that they needed to work with doctors during medical rounds and 
noted the doctor's prescription, lest they would miss the prescribed treatment. 
Also, they had to take time to feed clients with significant feeding problem and 
care for the sick residents. Therefore, nurses felt that they had insufficient staff 
and time to finish tasks. 
82 
7.4 Personal Resolution 
This category outlined the ways that individual nurses coped with the 
care demands. The sub-categories identified in this category related to nurse's 
individual work style and their initiatives to interact with residents. The sub-
categories were 'work attitude' and 'self-determination'. 
7.4.1 Work attitude 
From five informants, two different work attitudes were identified. One 
type of work attitude was characterized by relatively positive elements such as 
work commitment, willingness to fulfill job responsibility and paying attention 
to the residents. Another type of work style was characterized by relatively 
negative elements such as doing the minimal on duty, work entirely according 
to the workbook, doing it solely for the salary and paying less attention to the 
residents. Table 12 highlights the typical differences in work attitude. 
— Table 12; Comparison of Two Different Types of Work Style 
Relatively Positive Work Style Relatively Negative Work Style 
1N20: We take up this job, we have to love 7N56: Work according to the 
thisjob. workbook. 
3N48: when I am on duty, I shouU do my 6N38:1 take this job solely for earning 
responsibility towards them, do something my livings, 
responsible for them. So I ought not to keep 
away from them. 
SN30: (relative) certainly affected my 2N82: When I came across some 
emotion, slightly unhappy. But later I could trouble relatives. I would feel that I do 
restore my thinking because I had not done not like to contact their family member 
anything wrong on that patient. So I would (the resident) in ward, 
not discriminate him because of his trouble 
family member. 
3N58: They really like my touch, even 2N50: AncL.. The influence of the 
touching their face, or hugging, even though peers, the whole atmosphere of ward 
some other people would consider my which was not encouraging interaction 
behaviour was very odd. But I still felt that with residents, then I got a feeling 
they had such need. that I was influenced by them. This 
mode me less desire to go to interact 
with resident.. 
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Based on these differences, two informants pointed out that these would 
result in different types of nurse-resident relationships. There were 'treating 
residents as human beings' and ‘treating residents as objects'. An informant 
described the difference as follows. 
"when one treated resident as object: one saw a resident had not 
been well covered by blanket, one woiild not aware that it 
needed to go to cover blanket for the resident...Ifom considered 
they were human beings, one would feel that condition like this 
would be very uncomfortable (2N18).“ 
7.4,2 Self-determination 
Given the difference in approach, nurses pointed out that the most 
critical element was self-determination. This referred to the self-initiative to go 
to interact with residents. As a nurse pointed out that "the most important 
element is ... to get to know them (2N10). “ Taking initiative to know residents 
was important since nurses could leam more from the residents and understand 
the resident's preferences. Moreover, nurses reported that the experience could 
be very exciting. A nurse reported that she could identify and understand a 
hierarchy of responses of a resident who had few communication skills. 
"I discovered that she was having different forms of crying. 
When she was crying intensively; with a lot of nasal discharge 
and tears, then this form of crying was due to some real 
discomfort,…In other form of crying, she just cried in low tone, 
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no tears and the sound was very gentle, This was not a real 
cry...She just wanted someone to stay with her... When she felt 
comfortable, she would then make several times of 'chi, chi' 
sound When she was very happy, she could even smile (8N16).“ 
These experiences were considered important since nurses could share 
these valuable experiences with other nurses. Therefore, nurses felt that it was 
important to take initiatives to interact. Perhaps, only nurses who are 
determined to establish relationships with residents could have such exciting 
experiences. 
7.5 Priority of Care 
The last category encompassed a number of strategies adopted by nurses 
to care for residents. As nurses' experiences accumulated over time, they had 
their own perceptions about their care activities. Nurses generally felt that they 
had a priority to care for the physical aspects of the resident. Their focus of 
care was physical. This priority drew nurse's time and attention. Consequently, 
psychosocial care of those physically well residents was often ignored. 
Moreover, nurses expressed that they had preferences for certain groups of 
residents. Thus, an invisible priority of care was formed, which consisted of 




7.5,1 Interpretation of care 
This sub-category referred to how nurses defined their day-to-day direct 
care to residents. Six informants mentioned a definition of care. Typically, the 
following informant shared the definition as follows. 
“So our focus of interaction is to provide care, to love them, to 
give them more food to eat. All these are very basic, making 
them clean, improve their hygienic condition, dress them 
properly and beautifully, and improve the quality of food 
(lN50).“ 
Another two nurses interpreted their care roles as “giw three meals a 
day, maintain their health, (2N42) ” and "the most important role is to take care 
of the resident, caringfor their daily life, eating, living, and dressing (8N36).“ 
With reference to these definitions, nurse favored a very basic form of care. In 
parallel to the basic form of care, nurses paid particular attention to physical 
care. Nurses considered that the most important problem related to the 
resident's physical health. It was because 'the most important problem." was 
their health (lN44). “ This made physical care the top priority. Informants 
indicated that they would spend more attention and time on those physically 
weak and sick residents. "Residents who are in need of more nursing care 
woitld be approached more frequently (IN32). “ In the same vein, when a 
physically well resident became sick or injured, nurses would also spend more 
time and provide more care to that resident. 
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7.5.2 Dissimilar approach 
This sub-category described further the details of how nurses 
approached different groups of residents. Obviously, when time and energy 
was devoted to the physically weak residents, little attention would be spent on 
the physically well residents. A nurse asserted that "when I feel a resident who 
is good enough, I would comparatively approach him less frequently (lN24).“ 
This informant elaborated that this choice was due to her "sympathetic heart 
(lN34) ”，which aimed at relieving the “discomfort (8N42) “ of ill residents. So 
when there was a sick resident, nurses would give up more-able residents. 
In order to meet the physical needs of residents, there were separate 
arrangements for more able residents and dependent residents. For example, 
nurses would: 
"arrange resident who in need of more nursing care to the 
dormitory three, there more attention would be given to them. 
Hence, in other side of the ward where the big boys were 
grouped, rmrses would pay less attention to them (8N42).“ 
Hence, nurses basically classified residents into two groups, namely the 
physically weak and the physically well residents. Since physical care was the 
main focus, the arrangements of these two groups of residents were different. 
Physically weak and sick residents would be put in dormitory three (see 
Appendix A) where nurses felt it easier to keep an eye on residents. Whereas, 
physically well residents would be allocated to other sides of the ward where 
ward attendants would take care of them. 
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7.5,3 Preference to residents 
This sub-category indicated how nurses handled different groups of 
residents. Commonly, nurses disliked residents with maladaptive and 
unpredictable behaviour. A nurse explained that “No stqffwould like a resident 
who would spit saliva to staff or play faeces, because they would touchyou from 
the back and make messed with saliva and faeces (6N40).,’ Moreover, nurses 
preferred clean and attractive residents to dirty residents. A nurse explained 
that: 
"it is indeed similar to go shopping or getting to know a mw 
friend. One would not accept soiled items or anyone, who is 
dirty, would one? So it is very natural to consider the 
appearance first (2N6).“ 
However, nurses revealed that they could experience some responses 
from the residents after they had established working relationship with them. A 
nurse reported that after a long period of trials, “the resident recognizes the way 
I feed him and he appears to be easy to eat the food (3N6). “ This kind of 
resident's responses, of course, would ease the care process. Therefore, nurses 
treasured these responses and were willing to spend more time with them. As a 
result, nurse tended to spend more time with those residents they liked. As one 
informant indicated, "the difference is that I will spend more time with those 
residents I like than those resident I don 't like (2N66).“ 
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Chapter 8; Discussion 
In this chapter two issues will be addressed. The first issue is a 
comparison between the findings of this study and the previous findings in the 
literature. The second issue is the convergence of the observational and 
interview data, that is the explanations for the observed nurse-resident 
interaction pattems. 
8.1 Comparison of present results and previous findings 
In this study, data revealed that nurses had encountered a multiplicity of 
residents' needs: nurses had to care for residents who were highly dependent 
and residents with higher functioning level. Both observational and interview 
data suggested that nurses paid particular attention to physical care but less 
attention to the more-able residents. This emphasis fits the traditional roles of 
nurses and the functions of the hospital - to care for and to protect residents. 
Undoubtedly, it is a medical model of care because the aim of nursing practice 
was solely to provide physical care (Baldwin, 1985). However, what remains 
unknown is whether the medical model represented a set of nursing activities 
that responded to the needs of residents, or a set of nursing activities 
independent of the nature of the residents. This argument applies to the 
Goffman (1968)'s assertion of'people as objects', because Goffman (1968) did 
not show clearly whether defining residents as workable objects was a 
characteristic of institutional staff or a response to residents' needs. In this 
study, the interview data suggested that an emphasis of physical care might 
result from the care demand of the residents. Thus, without the carers' 
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perspectives, it is better to focus on the descriptive dimension of these terms, 
rather than their explanatory dimensions. 
Unlike the findings of Alaszewski (1986) and King et al. (1971), this 
study showed that nurses interacted with residents more positively than 
negatively, and the focus of care was on physical care rather than on 'control'. 
The observational data found that nurses usually approached residents more 
positively than negatively. However, this does not mean that the findings of 
Alaszewski (1986) and King et al. (1971) were of limited use. A reason for this 
may be that the residents in the setting under study are too dependent to show 
non-compliance to nurses and most of residents in ward behaved neutrally. 
Thus, the dependent nature of residents may have distorted the nature of the 
interaction. Another possible reason is that nurses recognized the plight of 
residents. Nurses focused on the physical care rather than forcing residents to 
rigidly follow routines. Besides, this study supports Jones's (1975) assertion 
that nurses had preferences for certain groups of clients. Nurses expressed that 
they preferred clean and attractive residents to dirty and challenging residents, 
and responsive to non-responsive residents. In addition to these, nurses 
highlighted their frustration and powerlessness in the course of interaction with 
non-responsive residents. These findings，however, have not been documented 
in the literature. 
Concerning the overall interaction rate, the rate of 28% falls into the 
middle range of previous observational findings which ranged from less than 
10% (Cullen et al., 1983) to about 50% (Wood, 1989). However, the judgment 
of the interaction rate is difficult, because there is no normative reference that 
indicates an ideal interaction rate in a leaming disability hospital (Cullen et al., 
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1983). Only did Reuter, Archer, Dunn, and White (1980) provide an ideal 
interaction rate for reference. Reuter et al. (1980) reported a several American 
studies about infant-mother interactions and proposed that interaction rate with 
residents with profound learning disabilities in the least-restrictive settings 
should be about 40% when residents were awake. However, this suggestion 
may have validity problems, because there is no evidence to show that infant-
mother interactions are qualitatively and quantitatively equivalent to nurse-
resident interactions. 
8.2 Convergence 
Polit and Hungler (1995) define convergence as the degree of similarity 
in findings yielded from two or more methods investigating the same 
phenomenon. Referring to the observational and the interview data, there are at 
least three similarities. Firstly, while a large portion of interaction was observed 
to be in form of doing nursing activities, the interview data revealed an 
emphasis of physical care. Secondly, while nurses often performed solitary 
tasks at the nurse's station, the interview data revealed a time constraint. 
Thirdly, while most of the interactions were in form of nursing activities the 
interview data revealed that the focus of care was on physical care. 
Notwithstanding, the determinants of nursing behaviours in the ward are 
complex. There is no single explanation for particular nurse activities OBmerson 
& Emerson, 1987). A single nurse behaviour may have been influenced by a 
number of factors that operate in a complex way. For instance, a stressful 
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nurse-resident interaction may discourage nurses to interact, and result in a low 
interaction rate. 
However, the interview data show that the factors of nurse behaviours 
may be broadly classified into two groups. The first group is those variables 
that externally exist in the working context of nurses and may be termed as 
‘extrinsic factors'. Care demands and contextual constraints are the examples 
of this group. The next group are those cognitive and psychological factors that 
are intemally present in nurses such as the sense of powerlessness and 
frustration, and the individual work style. This group of factors may be termed 
as ‘intrinsic factors'. 
8.2.1 Extrinsic Factors 
The interview data show that nurses were subjected to a number of 
environmental influences, such as contextual constraints and care problems of 
residents. They existed in the working context. When nurses reacted to these, 
the time and the nature of nurse-resident interactions were affected. 
8.2.1.1 Contextual constraints 
Regarding the contextual constraints, the interview data showed that 
there were three major aspects of contextual constraints namely system 
constraint, the managerial constraint and the time constraint. The aggregated 
effects of these three constraints could influence the nurse-resident interaction 
in two ways: the time and the content of interaction. 
In the learning disability field, it is common to hire a large number of 
less trained direct-care staff to perform a wide range of direct bodily care 
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function like bathing，feeding, and diaper changing (Hile & Walbran, 1991; 
Raynes et al., 1979). In this study，direct-care staff are the ward attendants. 
However, this mode of care delivery influenced the quality of care, and 
threatened the role of professional nurses (English & Lindsay，1993). In two 
reports (Cullari & Ferguson，1981; Emerson & Emerson, 1987)，the poorly 
trained direct-care staff were always a hindrance to the effectiveness of 
behavioural programs used in institutions for people with learning disabilities. 
Although the nurses in this study did not reveal this problem, they highlighted 
that the system had decreased their opportunities to interact with residents and 
created a supervisory problem. 
The interview data showed that nurses had difficulty in monitoring the 
performance of the ward attendants because they could do nothing when the 
attendants ignored their advice. Sometimes, nurses even felt that making 
compromises with ward attendants was necessary because nurses need ward 
attendants to oversee residents when there is only one nurse in the ward. 
Despite this problem, what nurses can do is to closely supervise the ward 
attendants. As an informant said，"the nurse's supervisory role is very 
important so that we should closely monitor the attendants, to watch them over 
the process ofmeal preparation, to advise them i f I observed that an attendant 
had prepared not enough food for a resident"(lN4). Yet, when nurses spend 
extra time observing the ward attendants' performance, little time can be spared 
to interact with residents. 
From the interview data, nurses revealed that they had been faced with a 
task competition. The observational data showed that nurses often performed 
solitary tasks, administrative tasks and phone calls at the nurse's station. 
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Meanwhile, nurses needed to keep close watch on weak and sick residents who 
were allocated to dormitory three, which was just opposite the nurse's station. 
This means that apart from caring for residents, nurses also need to deal with 
t 
several tasks. 
In sum, the care delivery system deprived nurses of opportunities and 
time to interact with residents, because ward attendants have replaced nurse's 
functions and nurses need to supervise the ward attendants. Nurses also need to 
accomplish a number of tasks, of which physical care is their priority. As a 
result, nurses have few chances and little time to interact with residents. 
8.2.1.2 Care Problems 
The interview data showed that the major problems were feeding and 
communication problems. These problems influenced the nature of interaction. 
8.2.1.2.1 Feeding Problems 
Both observational and interview data showed that the feeding process 
was a unique care process. Over fifty percent of interactions in the ward were 
in form of feeding and the nurse's accounts indicated that the feeding process 
was risky and challenging. Since many residents in the setting under study have 
swallowing difficulties, the risk of tracheal aspiration is high. This is a health 
problem for people with severe learning disability since the complications of 
tracheal aspiration could be fatal (Carter & Janca，1983; Eyman, Grossman & 
Chaney, 1990; 0'Brian, Tate & Zaharia^ 1991). Rogers et al. (1994) have 
documented this particular health problem. They found that 20 out of 73 adults 
with severe learning disability had evidence of tracheal aspiration and 65% of 
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the subjects showed mealtime respiratory distress. Although this study has not 
studied the risk of tracheal aspiration，the risk of tracheal aspiration is a stressful 
nursing problem. An informant feared that “she (resident) would die in front of 
me. I thought she absolutely would. Because she ate poorly and choked 
frequently... I did believe that the food had entered the lungs (lN14). “ Given 
this, nurses inevitably paid particular attention and time to the feeding process 
in order to protect the residents from this health risk. 
Besides, food spillage is also common in people with leaming disability 
QLitchford, 1986). Litchford (1986) found that food spillage was a major 
problem contributing to resident's impaired nutritional state, which 
subsequently spoils their quality oflife and health status (Sines, 1992). To meet 
the residents' nutritional needs, nurses need to spend extra time feeding 
residents so as to ensure an adequate nutrition intake. Ohwaki and Zingarelli 
(1988) reported that nurses spent almost 30% of nursing time in the moming 
shift feeding residents. Moreover, with reference to the relative-induced stress, 
relatives have been described an eager to share their feeding methods and they 
wanted their family member to be fed in the same way as at home. Thus, 
relatives have expectation about the ways of feeding. Hence, nurses had to 
spend time taking this concem into account so that nurses paid particularly 
attention and time to the feeding process. 
8.2.1.2.2 Communication Problem 
Communication problems are problematic for nurses. They include the 
resident's limited communication skills and resident's child-like functioning. 
Firstly, nurses generally felt that it was difficult to maintain interaction or a 
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relationship with non-responsive residents. When they interacted with residents 
with limited responses and communication ability, the general feeling was 
"gray and uninterested (7N22) ” and "unhappy (8N44). ” This could impair 
nurse's abilities to establish interpersonal relationships with residents QVIaguire, 
1985). Secondly, although some residents could give responses, nurses 
generally felt that residents behaved and responded like children. The general 
descriptions were "fond of eating or raised their requests by crying. (8N54) ”， 
"like my touch and hug (3N58) ". As a result, nurses generally treated residents 
as if they were children. 
In brief, nurses experienced two different types of care problems. They 
were feeding and communication problems. Feeding problems encompass the 
risks of tracheal aspiration and food spillage, which encouraged nurse to pay 
extra attention and time to the feeding process. Resident's communication 
problems and their child-like behaviours hindered the interaction process. 
8,2,2 Intrinsic Factors 
So far, the factors that existed in the working context of nurses have 
been discussed. These include the problems inherent in the care delivery 
system, task competition, and the care problems such as feeding and 
communication problems. This part of the discussion will discuss other factors 
that exist in the nurses. The interview data showed that the care environment 
had an emotional impact on the nurses. These included a sense of frustration or 
powerlessness. To preserve their integrity, nurses had their own coping 
strategies. Some of these were reflected in the ethos such as their hierarchies of 
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care, while some of these might be creating an individual work style. All these 
influenced the interaction pattems between nurse and residents. 
8.2.2.1 Frustration and Powerlessness 
When confronted with residents with limited communication skills, 
nurses felt powerless to continue with the interaction. The feelings of 
powerlessness were due to the fact that nurses did not know how to initiate an 
interaction with residents with limited communication skills. The failure to gain 
responses from apparently unresponsive residents was a frustration for nurses. 
The overwhelming sense of powerlessness and frustration would discourage 
nurses as their efforts could produce little outcome in their interactions with 
residents. As a result, nurses were unlikely to establish interaction or even 
initiate contact with residents. The only context for interaction to take place 
was that of doing 'nursing care'. ‘Nursing care' was a concrete context that 
provided specific time and definite content for nurses to interact with residents. 
‘Nursing care' forced nurses and residents to meet each other. However, it was 
often short-lived. Once a nursing task had been completed, the interaction 
adjoumed till the next task. 
However, nursing care could be a second source of a sense of 
powerlessness and frustration. The interview data revealed that nurses 
experienced powerlessness when handling resident's eating problem, physical 
weakness and recurrent physical disease. The general feeling was that they 
were at a loss. Nurses did not know how to feed a dysphagic resident, and how 
to handle the residents' disease. Previous educational preparation or working 
experiences in psychiatric field seemed to be inadequate to deal with the 
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resident's physical problems. A nurse stated that it was merely a "trial and 
error" (8N22) process. 
Faced with all sorts of difficulties, nurses were exhausted. They 
generally felt that they were suffering from a number of unfavorable conditions. 
Fumham (1997) suggested unfavorable working conditions such as heavy 
workload, poor reward, too much responsibility, and poor communication 
between supervisors, subordinates and clients could bring about 'bumout'. 
Although the focus of this study is not on the 'burnout' of nurses, an informant 
did reveal a range of negative attitudes towards a resident. Taylor (1991) 
claimed that these negative attitudes could be the signs of 'burnout'. An 
informant stated the following. 
"The typical example was that a patient in my ward who ahvays 
did not like to eat, no matter what kinds of diet given to her. 
Then I needed to deal with it. Later, she got pneumonia 
unexpectedly cmd I needed to take body temperature for her. 
When I was taking body temperature, she constantly cried loud. 
And her body was deformed and the limbs had been contracted, 
this made me pay a lot of physical effort to change her diaper. 
So I would not deliberately go to touch her...If she appeared 
well, I would not even look at her (2N70).“ 
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8.2.2.2 Stress Coping 
Graham (1994) pointed out that nurses actively interpreted the stressors 
and feelings that they had in the care system. The interview data revealed that 
nurses might experience two stages of stress. Lazarus (1966) termed these as 
first appraisal and second appraisal stress. As Boyle, Grap, Younger and 
Thonby (1991) summarised, in the first appraisal a subject experienced a threat 
in the form o fa challenge, whereas in second appraisal the subject perceived a 
lack of support in coping with the challenge. In the present study, the first 
appraisal of stress of nurses was comparable to care demands. The second 
appraisal of stress was comparable to a range of constraints in the working 
context. 
Being faced with stresses, nurses might seek a solution in order to help 
them to re-structure their care for the residents. In the present study, nurses 
claimed that their focus of care was on the physical care. This orientation is 
identical to the findings of McLean and Perkinson (1995), who identified a 
hierarchy of care in a long-term care setting for geriatric clients. They found 
that the hierarchy of prioritized care was according to nurses' perceived 
importance to all residents. The first on the hierarchy was custodial care 
(cleaning, feeding, toileting), protection (restraining a resident to prevent falls 
when unattended) and medical attention to urgent or apparent problems (e.g. 
trying to recover respiration, cleaning an open sore). Second in the hierarchy 
was medical attention to more ambiguous, apparently less serious problems 
identified solely on the basis of complaints by residents whose dementia 
challenged their reliability. The next hierarchy was about residents' 
rehabilitative devices such as hearing aids. Last on the hierarchy were 
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individualized non-routine efforts to minimize agitation or respond to a non-
routine request by a resident or family member. The higher up the hierarchy 
that a care request appeared, the greater the likelihood that nurses would 
respond to it. 
In this study, the nurses' care priorities were reflected in their different 
arrangements for physically weak and physically well residents. Nurses placed 
physically weak residents in dormitory three which was just opposite the 
nurse's station. Hence, nurses felt it easier to keep an eye on weak residents 
and take prompt action to restore resident's life if a life-threatening incident 
arose. "We would arrange resident who requires more nursing care to the 
dormitory three, therefore mir attention would be given to them (8N42) ”，said a 
nurse. Whereas, those physically well residents who had higher functioning 
level would be placed in dormitory 5，where nurses would spend less time with 
them. From a rehabilitative perspective, the problem encountered was that both 
physically weak and physically well residents were deprived of rehabilitation 
opportunities. This is because nurses tended to interact with physically weak 
residents in the form of nursing activities, but unlikely to spend time interacting 
with physically well residents. 
On the other hand, the interview data found that nurses liked responsive 
and attractive residents. Nurses paid more time and attention to this type of 
resident than other residents. In contrast, nurses disliked residents who were 
apparently non-responsive and had disturbing behaviours. Repp et al. (1987) 
pointed out that this result should not be surprising, because: 
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(a) in society in general, most of us tend to interact more with 
people we like, find attractive, etc., than with those we do not; 
and Q)) from a learning theory viewpoint, our self-initiated 
interactions with retarded persons are more likely to be 
reinforcing when we like the person and when (s)he is competent 
enough to give us back something in the interaction. (^ 335) 
Hence, a nurse's response to certain groups would be very natural, 
because interacting with a favorite resident would be much happier and easier 
than interacting with non-favorite residents. However, this may be 
contradictory to the professional role of nurses since only certain groups of 
residents are able to receive nurses' attention. 
8.2.2.3 Individual Work Style 
Boyle et al. (1991) and Fumham (1997) pointed out that stress coping 
could be individually different. As Fumham (1997) mentioned "once 
threatened, every person has coping mechanisms, some adaptive and successful, 
other less so” (p. 322). Consistent with the claim of Furnham (1997), the 
interview data show two different work styles. Nurses with a relatively positive 
work style were characterized a taking responsibility, commitment to work, and 
self-motivation. In contrast, nurses with relatively negative work style tended 
to do the minimum, work according to work schedule and work entirely for 
salary. Two informants claimed that the consequence of this different work 
style was that of the difference of treating residents as objects and treating 
residents as human beings. They elaborated that treating residents as objects 
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would result in fewer nurses' attention whereas treating residents as a human 
being could draw more attention from nurses. But, the crucial element is self-
initiative because elements such as self-motivation, personal qualities and 
interpersonal approach were all important to the care process (Dyson, 1996). In 
this study, nurses recognized that it was important to take the initiative to 
interact with residents. Some nurses stated that they could get something such 
as resident's smile and happy facial expressions in retum when nurses took 
initiatives to interact with residents. As one nurse indicated: 
"The key thing to keep me caring for them is that...when I touch 
them and care for them more, one (resident) would blink eyes in 
front of you, not the other stqffl One would not give smile to 
other staff, only to you cmd allow you to feed her. Only have 
smile in front of you. That is the reinforcement given by the 
resident (lN4).“ 
Nurses valued these resident responses. These responses could sustain 
the relationship between nurses and residents because these responses gave 
positive reinforcements to nurses. 
8.2,3 A summary of intrinsic and extrinsic factors 
In sum, both extrinsic and intrinsic factors influenced the interaction 
process. Extrinsic factors have the following influences. First, a large number 
of ward attendants diminished the opportunities for nurse-resident interactions 
to take place. Secondly, the supervisory role caused nurses to use extra time to 
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supervise ward attendants. Thirdly, a number of tasks competed with nurses' 
time to interact. Fourthly, residents' feeding problems drew time and attention 
to that problem. Fifthly, residents' communication problems provided little 
encouragement for interactions to proceed. 
Intrinsic factors, on the other hand, had the following effects on the 
interaction. First, the sense of powerlessness and frustration jeopardized the 
nurses' initiatives to interact. Secondly, individual work styles affected the 
nurses' attitudes. Thirdly, nurses' self-determination to interact increased the 
likelihood of the interaction taking place. Fourthly, the focus of physical care 
drew nurses' attention to the nursing activities and different approaches to 
physically well and physically weak residents. Fifthly, nurses' preference for 
clean and attractive residents increased the likelihood ofinteraction. 
Despite the fact that different factors have different effects on the 
interaction process, Burton (1985) proposed a framework to help understand the 
relationships of these effects to each other. Burton (1985) suggested the 
following three conditions of good interactions. First, interactions have to 
actually take place. Secondly, interactions have to be sustained for as long as 
necessary. Thirdly, interactions have to have an appropriate content. Thus, 
interactions require initiative, time and content to proceed (Burton, 1985). All 
three conditions are equally important and must be closely linked to each other. 
Based on this framework, the relationships of the factors as identified in the 
present study can be depicted in Figure 15. 
In this study, the sense of powerlessness and frustration, interpretations 
ofcare, individual work style and self-determinations may have affected nurses' 
initiatives. Task competition, the large number of ward attendants and the 
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feeding problems may have affected the time and opportunities for interaction. 
The feeding and the communications problem may have influenced the content 
of the interaction. 
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Chapter 9: Recommendations and Conclusion 
Throughout the development of nursing, nurse-patient interaction was an 
important issue. Nursing theorists such as Orlando, King and Peplau founded 
their models for nursing practice on therapeutic nurse-patient interactions 
(Bamum, 1994, Caris-Verhallen, Kerkstra, Bensing, 1997, George, 1990). 
However, Arthur and James (1994) pointed out that nursing practice at ward 
level was physically oriented. The present research is an example of this. The 
nature of nursing activities and practices as identified in this study show that 
nursing staff place a high priority on physical aspects of care. This suggests a 
tendency to define residents in terms of physical problems. Most of the nurse-
resident interactions were solely for carrying out nursing activities. 
This type of nurse-resident interaction tends to be reactive rather than 
proactive because its emphasis is on responding to client problems (Ziamik, 
1980). Another critique of this model o f practice was that nurses medicalized 
the problems of the residents in terms of physical problems and dependence 
CRowitz, 1981). As the efforts of nurses were directed to physical care, nurses 
tended to ignore the psychosocial aspect of care to the residents. Obviously, 
quality of care was not sufficient to mask quality of life (Borthwick-Duffy, 
1992). Although physical care for physically weak residents was important, the 
psychosocial care could also be equally important in long term care setting 
(Henderson, 1995). 
9.1 Training Issues 
Despite their intellectual and physical disabilities, treating clients with 
disabilities as a person first is of paramount importance (Schalock & Kiernan, 
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1990). From the interview data，nurses outlined their feelings of powerlessness 
in interacting with residents with limited communication skills. This indicated a 
need for training to develop methods to understand the ways used by persons 
without formal language in communicating theLr preferences, ideas, recreation 
and feelings (Goode & Hogg，1994). It is particularly important because the 
initiatives and responses of people with learning disabilities are often 
overlooked (Couchman, 1995). 
By using video method, Couchman (1995) trained staff in learning 
disabilities field to realize a need to change their skills to sustain interaction 
with residents with few vocal skills. Using video as a teaching tools for social 
skill training may have the following advantages ^>avidson, 1985). Firstly, 
video methods could provide a basis for making an thorough assessment of 
areas of skill which needed to be improved. Secondly, by means of video 
methods, trainers could work as role models for learners to evaluate different 
approaches. Thirdly, video methods could provide a means by which trainer 
could give feedback to the learners. Finally, video methods could be used as 
means of self-training. However, Davidson (1985) advised that the trainer 
should be cautious when there was a wide discrepancy between the role model 
and the trainer's current level of skill, lest the learner would be demoralized by 
their poor performance. 
9.2 Implications for Organisational Change 
However, Cullen et al. (1987) pointed out that training was only one 
factor that operated in the complex world of residential care. ‘The challenge of 
nurse training is not simply how to do it more effectively, but how to do it 
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affectedly and alter the ecosystem of a mental handicap residence at the same 
time" (Cullen, 1987, p.366). Sines (1995b) also pointed out that any changes 
would be impossible without a radical examination of the philosophy and values 
underpinning the essence of caring. 
In a study investigating institutional reform，Reiter (1991) found that a 
clearly defined philosophical orientation was important for change. Not only is 
a clear philosophical orientation crucial for evaluating job performance but also 
for future development. Hence, a set of clear goals and values is important to 
guide practice. However, Gardner (1992) pointed out that standards did not 
automatically bring about quality, the senior management of the organization 
had the responsibility for exercising the leadership in managing quality. Their 
efforts could be directed to promote a working philosophy that facilitates 
dynamic interaction between nurses and residents. 
9.3 Conclusion 
Despite the fact that nurse-resident interaction has been well studied 
before, the lack of nurses’ personal accounts to explain their interaction with 
residents is surprising. Using a triangulation design, this study has obtained a 
nurse-resident interaction profile in today's institution for people with learning 
disabilities and identified a number of factors influencing the interaction process 
through the examination of nurses' perspectives. The results of this study 
indicate that the interaction rate between nurses and residents was 
unsatisfactory, the nature of interactions was principally physically oriented, 
and interaction often occurred non-verbally and positively. The interview data 
indicated that the care delivery system was not favorable for nurse-resident 
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interactions to take place. Nurses experienced powerlessness and frustration 
during the course of their interactions. Nurses’ interpretations of care 
emphasised physical care but employing different approaches to physically well 
and weak residents. However, their preference for attractive residents increased 
the chance of interaction with this group of residents. In short, three factors 
affected the interaction process, namely the initiatives, time and contents 
explored. 
Reflections on the existing nurse-resident interaction indicated that 
nursing practices was reactive rather than proactive. Nursing practices seemed 
to be a set of responses to the explicit problems of residents. An emphasis of 
quality of physical care may also mask the benefits of psychosocial care. 
Hence, a working philosophy that promoted the welfare of the hospitalized 
residents and facilitated therapeutic nurse-resident interaction is of paramount 
importance. 
9.4 Need For Further Research 
So far, from the nurses’ perspectives, this study has identified several 
possible factors that influence nurse-resident interactions. Some of them could 
be described as intrinsic factors and some could be described as extrinsic 
factors. Extrinsic factors occur mostly in the nursing context while intrinsic 
factors take place mostly in nurses themselves. However, the relationship of 
these factors is still far from clear. For instance, resident's care problem could 
induce a sense of frustration and powerlessness to nurses, and certain resident's 
.characteristics such as attractive appearance is likely to draw the nurse's 
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attention. Notwithstanding its limitations, the present study has provided 
insights into factors that seem to influence nurse-resident interactions. 
9.5 Limitation of the Study 
Limitations of this study are threefold. Firstly, the characteristics of the 
dependent nature of the resident population in the setting may limit the nature of 
interaction. Secondly, the experience of the author in integrating qualitative and 
quantitative data may limit the data analysis. Thirdly, this study may be limited 
by the sample size and the time constraints in doing qualitative interviews. 
By direct observation method, this study showed that residents were too 
dependent to perform daily activities. Most of interaction took form of feeding. 
However, the findings of the present study may be problematic to generalize to 
a residential setting where residents have a higher functioning level. Since the 
residents' problems may be different from the residents in this study, the nature 
ofnurse-resident interaction may also different. 
Since this study combined direct observation and qualitative interview to 
acquire a holistic picture about nurse-resident interaction, this approach brought 
about two different kinds of data 一 the quantitative and qualitative data. When 
doing data analysis, the author found that it was difficult to effectively combine 
these two different types of data. Furthermore, sample size in qualitative 
interviews may not achieve a theoretical saturation since only eight informants 
had participated in the qualitative interviews. Although there is no consensus 
about the sample size in qualitative methods, Sandelowski (1995) proposed that 
it might require at least 25 descriptions of an experience to achieve theoretical 
saturation of a target experience under study. Moreover, the study might have 
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further limitation in the data collection stage, because most of the interviews 
were completed in 30 minutes to 40 minutes. Since most of the interviews were 
conducted in nurses，mealtimes, interviews were often conducted in a hurry. 
Having recognized that interview data are important to produce explanations to 
the observed interaction patterns, this time constraint may have affected the 
quality of the study. 
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Appendix A 
A Section of Modified Behaviour Checklist 
Time Period: From: to 
Minute 1 1 1 1 1 2 2 2 2 2 3 3 3 3 3 jMinute 
Category T T h T I S T T ' l ^ ^ l i T h T R N A In In R N Category 
p F C p F C p F C 
Ignore/NoR 一 Ignore/NoR 
Pos Verbal Pos Verbal 
Neg Verbal Neg Verbal 
PosNon-VB PosNon-VB 
NegNon-VB _ _ _ _ _ 一 一 一 一 一 NegNon-VB 
Pos statmt Pos statmt 
Neg statmt — Neg statmt 
Pos non-soc Pos non-soc 
Neg non-soc Neg non-soc 
Pos Prompt — Pos Prompt 
Neg Prompt 一 « » — 一 一 _ _ _ _ _ _ _ Neg Prompt 
Pos Grp Ref Pos Grp Ref 
Neg Grp Ref NegGrpRef 
Ren/Clarif Refl/Clarif 
Suggest Alt Suggest Alt 




PhysForce I — „ — PhysForcc 
Ai^ec/obs ^ ¾ ^ ^ ^ ^ . 顯 ^ ^ . . Atten/Rec/obs 
Position C o d e s 「「丨 | | | | | | |Position Codes 
Description of Nursing behaviour: 
Minute 1 Minute 2 Minute 3 
Position Codes 
21. Sitting I 22. Standing | 23. Lying | 24. Walking | 25. Running | 26. Dancing 
Append ix A 
Interview Guides 
Staffwith high interaction rate 
•How would you describe the patients in this hospital to someone who knew little 
about the hospital? 
•How would you compare the MHU cUent with the patient you previouslv cared 
Common l r A [ � � 
, \ 'Do you think there are different types ofpatients in this hospital? If so how 
Questions： ) would you describe them? 
AU informants: ~ ~ / *Which kind of cUent would you like to work with? And, could you tell me why? 
Background *What do you think the most important task for nurses in caring for MH client? 
information: *Any significant moments experienced before when interacting with client? How 
•length of time on do you feel? 
ward 
.length o f t o e i n Staffwith low interaction rate 
mental handicap 
nursing ~ \ *How would you describe the patients in this hospital to someone who knew Uttle 
•Professional ) aboutthehospitaL 
education in mental / 'How would you compare the MHU cUent with the patient you previously cared 
handic^) nursing ~ ~ ^ tor? 
*Do you think there are different types of patients in this hospital? Lf so how 
would you describe them? 
•What are the special problems that patients on this ward present7Which patients 
on this ward present the greatest problem and why is this? And, how do you 
handle these problems? 
Appendix A 
Observation Time-table 
Male Ward 3-11-1997 4pm-7pm 
4-11-1997 10am-lpm + 4pm-7pm 
T T 1 -1997 6: 0Qpm-9:00pm 
6-ll-1997# — lOam-lpm 
9-11-1997 — lOam-lpm 
To-ll-1997 4pm-7pm 
Tl-11-1997 lOam-lpm 
Female Ward 13-11-1997 lOam-lpm 
16-11-1997 lOam-lpm 
17-11-1997 — lOam-lpm 
18-11-1997 4pm-7pm 
19-11-1997 — lOam-lpm 
20-ll-1997# 4pm-7pm 
21-11-1997 4pm-7pm 
Training Unit l4- l l -1997 2:30 pm~4:00pm 
25-11-1997 2:30 pm-4:00pm 
26-11-1997 2:30 pm-4:QOpm 
3-12-1997 ~ ~ 9:00 am-12:00 noon 
~ ~ 5-12-1997 9:Q0am-12:Q0 noon 
—6-12-1997# 9:00am-12:00noon ~ ~ 
# = Another observer and researcher were present for inter^hserver check 
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Investigalof(i). Mr. Victor Mlng Ho Lan, MPhlL Student, Dcpt. of Nursing, 
CUHK 
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Appendix A 
Consent Form 
Project Title: Nurse-resident Interaction 
Investigator: Lau Ming Ho, Victor (Tel: ) 
I am now studying Master ofPhilosophy 0^fursing) in The Chinese University of Hong 
Kong, and conducting a research project relating to nurse-resident interaction. The 
purpose of this study is to increase knowledge and understanding the feelings and 
experience of nurses when caring for dependent clients with mental handicap in 
hospital setting. Findings of the study will help nurses to build up a therapeutic 
relationship and to promote the quality of the rehabilitation process. 
Interviews will be conducted to participants, and each interview will last approximately 
20 minutes to 45 minutes. The interview will be tape recorded. However, the recorded 
tapes will not be shared with other staff or anyone else. You can be assured of 
anonymity and confidentiality. 
During the interviews, questions will be asked regarding your experience and feelings 
when caring for residents. 
There may be no direct benefits to you as a participant of this study, but there may be 
changes in care to your cUents following the completion of the study. 
This is to certify that /， Hereby agree to 
participate as a volunteer in the above namedproject. 
I hereby give permission to be interviewed and for the interview to be 
tape recorded. I understand, that, at the completion of the research’ the 
tapes will be erased. I understand that the information may be published’ 
but my name will not be associated with the research. 
I understand that I am free to deny any answer to specific questions 
during the interview. I also understand that I am free to withdraw my 
consent and terminate my participation at any time, without any 
consequences or penalty. 
I have been given the opportunity to ask whatever questions I desire, and 
all such questions have been answered to my satisfaction. 
Participant Researcher Date 
Append ix A 
Nursing Behaviour Codes 
(Devised from the written descriptions of the nursing activities^ 
1. Social communication Verbal and Non-verbal communication with residents 
2. Nursing Activities Medical Procedures - Dressing, blood taking, 
Bodily care - repositioning, covering blanket, body drying, 
body cleansing 
Drug related matters 
Feeding related matters 
Observations - general and specific to patients 
Bodily observations - Checking vital signs such as 
temperature, pulse rate，blood pressure, etc., urine output 
Rehabilitative activities 
MO Round 
Dealing with relative 
3. Ward Activities Supervising staff 
Directing staff 
Ward maintenance 
engaging in phone dialogue - job related 
solitary tasks : paper work, working outside 
nurse to staff dialogue (job related) 
Conference/Seminar 
Dealing with other personnel 
4. Self-engaged activities TeayMeal 
toileting/hand washing/hand drying 
TV watching 
non-job related phone dialogue 
chatting with staff 
Li motion 
Outside ward Qob irrelevant) 
Performing personal matters 
Appendix A 
A Section of Interview Transcript 
3R5: You mentioned 'achievement', could you tell me 
more about this? 
3N6; That is, with reference to the severe grade clients 
here, my expectation to them would not be high. For 
instance, if they give a smile to me when I go to see 
them, then I would feel I have gained a achievement. 
And, when you feed the resident, the resident recognises 
the way you feed him and he appears to be easy to eat 
the food, then I feel that is OK. I would be satisfied with 
this situation. So for this group of clients with severe 
grade, I should not demand them so much, shouldn't I? 
It is impossible that they would not weave their hands 
when you come to their sides. They would only smile 
when they see you approaching them. When they do not 
familiar with you they would not give you a smile. 
3R7: So in the ward, have any patients who could give 
you a very good sense of achievement? 
3N8: Yes, it has. Patients X，who is able to say single 
word. Yes he can. When you say 'Good Morning’ to 
him, say the word 'Good, first, then wait for his 
response, then follow the next word. That is to say the 
word 'moming' together. And, say 'Thank you', he 
could say these words, provided the sentence wouldn't 
be too long. And patients Y, he is also able to say single 
word. And, Patient Z, he also has response and is able 
to say. The key element is your patience and you have 
to stimulate him first. 
Appendix A 
Sample of Interview Notes 
Informant 4，RN of Female Ward, 
RN, shift-in-charge group, 
(4 years working experience in the unit, finished Post^xperience diploma in leaming 
disability in Polytechnic) 
Observation Results: Interactive behaviour: 12%, Non-interactive behaviour: 88% 
Ranked the second lowest interaction rate in Female ward 
Interview Venue: Tea room of General Office 
bterview Time: 1830-1910 
Interview Note: 
Being selected because the ward NO refused to participate, who had the same 
interaction rate. 
This was her meal time. I prepared dinner for her. We started the interview 
right after we had finished our dinner. Hence，the interview lasted about 20 - 25 
minutes. So the interview questions came quite directly to stimulate her responses. 
Before the interview, I introduced my purpose of the interview and briefly 
describe my intention of my research. I firstly gave her observation results and briefly 
explained the contents of the result. I obtained her written consent for the interview. 
Then I ask directly what her idea about the result. 
The informant shared a lot of her experience about the workload as a shift-in-
charge ofthe ward. She directly talked about why she could not have time interacting 
with residents. Moreover, informant shared her ideas about the institutional form of 
resident life in this unit. Since the interview time was her meal time, the interview was 
forced to adjoum at the end ofher meal break. 
* 
Appendix A 
Sample of Matrix Method 
Sub-category Related Points Number Supporting 
informants verbatim 
talked 
Diterpretation of care Focus ofcareon 4 1N24: lN42: 1N44: 1N46: 
, . , . 1N50: 1N52: 1N57: 3N72: 
physical care, care for 3N74: 7N32: 7N52: 7N72: 
the physically weak 7N74: 8N24: 8N26: 8N28: 
8N36: 8N40: 8N42: 8N44: 
8N48: 
They also need care 3 1N50: 1N57: 3N56: 8N36: 
more than food 
Nurses has 6 lN4: 1N12: 1N50: lN57: 
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